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• The  strictly  regulated  program  of  the 
Army  helps  to  harden  the  soft,  lackadaisical 
rookie.  But  what  about  the  men  who  remain 
in  civilian  life? 

When  the  deleterious  effect  of  a soft  civil- 
ian life — irregular  hahits,  lack  of  exercise, 
faulty  diet — leads  to  constipation,  the  use  of 
Petrogalar*  is  frequently  indicated. 

Petrogalar  adds  hland,  unabsorbable  mois- 
ture to  the  stool  to  induce  a soft,  easily 
passed  mass. 

Consider  its  use  for  the  treatment  of  con- 
stipation. Petrogalar  is  pleasant  to  take  and 
economical  to  use. 

FOR  THE  TREATMENT  OF  CONSTIPATION 

Petrogalar 


* Trade  Mark.  Petrogalar  is  an  aqueous  suspension  of  pure  m ineral 
oil  each  100  cc.  of  which  contains  65  cc.pure  mineral  oil  suspended 
in  an  aqueous  jelly  containing  agar  and  acacia. 


Petrogalar  Laboratories,  Inc. 


8134  McCormick  Boulevard  • Chicago,  Illinois 
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Vitamins  were  there  all  the  time! 


Vitamins  have  performed  their  vital 
functions  for  untold  ages— -but  mod- 
ern science  has  accomplished  some- 
thing new.  It  has  revealed  specific 
functions  of  vitamins,  isolated  many 
of  them,  and  taught  us  how  to  make 
some  of  them  synthetically.  As  a 
result,  we  can  now  make  from  the 
pure  vitamins  pharmaceutical  prepa- 


rations of  great  potency  appropriate 
for  the  treatment  of  each  of  the 
various  clinical  syndromes  caused  by 
lack  of  one  or  more  of  these  essential 
food  factors. 

Fifty-five  years  of  experience  in 
making  fine  pharmaceuticals  equip 
The  Upjohn  Company  to  prepare 
these  vitamin  products  for  you. 


NICOTINIC  ACID 

(UPJOHN) 

ASCORBIC  ACID 

(UPJOHN) 

THIAMINE  HYDROCHLORIDE 

(UPJOHN) 


Intimate  knowledge 
of  the  properties  of  those 
vitamins  that  have  been 
isolated  has  made  possible  their 
determination  by  physical  and 
chemical  measurements,  as  well 
as  by  biological  assay. 


Upiohit 

JL  -M  KALAMAZOO,  MICHIGAN 
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When  electroencephalography  records  the  brain 
potential  of  epileptic  patients  prior  to  and  after 
the  use  of  Kapseals  Dilantin  Sodium,  the  oscillo- 
graph usually  depicts  more  normal  brain  waves. 
Furthermore,  seizures  diminish  in  frequency  and 
severity.  As  a result  of  this,  the  patient’s  general 
attitude  and  behavior  are  favorably  influenced 
and  he  is  permitted  to  enjoy  a more  normal  life. 

A combined  report  of  thirteen  clinicians  states 
that  in  404  out  of  595  epileptic  patients,  Dilantin 
Sodium  was  more  effective  than  other  anti- 
convulsants1. Its  value  in  patients  not  responding 
to  other  medication  has  been  reported2.  All  in  all, 
Dilantin  Sodium  (phenytoin  sodium),  a product  of 
long  and  systematic  research  in  clinic  and  labora- 
tory, marks  a definite  forward  step  in  the  manage- 
ment of  epilepsy.  Complete  details  upon  request. 

1.  Council  Report:  J A M. A.,  113:  1734,  1939 

2.  Merritt,  H.  H.  & Putnam,  T.  J.:  A.  J.  Psychiat.,  96:  1023,  1940 


DILANTIN  SODIUM 

A product  of  modern  research  offered  to  the 
medical  profession  by 

PARKE,  DAVIS  & COMPANY 

Detroit,  Michigan 


Q.  T find  canned  fruits  very  convenient,  but  are  they  as  good  for 
my  family  as  the  kind  prepared  at  home? 

A.  Certainly.  The  principal  dietary  values  of  fruits  are  carbohy- 
drates, vitamins,  and  minerals.  The  canning  process  does  not 
affect  the  carbohydrates  or  mineral  values  of  fruits.  Also, 
canning  has  little  or  no  effect  on  the  vitamins  in  this  type  of 
food.  Even  vitamin  C,  the  most  easily  destroyed  of  the  vita- 
mins, is  well  retained  in  canned  fruits,  because  of  the  high  de- 
gree of  protection  from  oxvgen  during  the  canning  process,  (l ) 
American  Can  Company,  230  Park  Avenue,  New  York,  N.  Y. 


( 1 ) 1932.  J.  Am.  Med.  Assoc.  98,  1429 

1938.  Nutrition  Abstracts  and  Reviews  8,  281.  ^ 

1938.  J.  Am.  Med.  Assoc.  110,  650. 

1940.  J.  Am.  Diet.  Assoc.  16,  891. 


The  Seal  of  Acceptance  denotes  that  the  nutri- 
tional statements  in  this  advertisement  are  accept- 
able to  the  Council  on  Foods  and  Nutrition  of  the 
American  Medical  Association. 


AMERICAN  CAN  COMPANY 

230  Park  Avenue,  New  York,  N.  Y. 
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PneMMidhi  P(ux2ua2iakle  tyact&i  & ^ the  b-complex 

• Crystalline  Biotin  methyl  ester,  isolated  and  purified  in  our  laboratories,  is  now 
ready  for  distribution  in  limited  quantities  for  research  purposes.  This  previously 
unavailable  factor  of  the  vitamin  B complex  is  offered  as  a solution  quantitatively 
prepared  from  crystalline  biotin  methyl  ester  and  as  such  is  suitable  for  standard- 
ization procedures.  It  is  not  available  in  dosage  form,  but  is  supplied  in  1 cc. 
ampules,  each  containing  25  micrograms,  for  investigational  use  only. 

A review  of  the  literature  on  Biotin,  prepared  by  our  technical  staff,  is  available 
in  booklet  form  to  those  interested  in  nutritional  research. 

Inquiries  should  be  addressed  to 

RESEARCH  LABORATORIES 

S.M.A.  CORPORATION,  CHAGRIN  FALLS,  OHIO 

S.M.A.  CORPORATION  . CHICAGO  • ILLINOIS 


PRODUCERS  OF  S-M-A 

(FOR  INFANTS  DEPRIVED  OF  BREAST  MILK)  and 


i • PkxJi£micali 


REG.  U.S.  PAT.  OFF. 
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Mact&a£ 

/for  infants 

and  CHILDREN 

• Incorporating  the  daily  dose  of 
vitamin  D in  milk  removes  some 
difficulties  in  administration.  The 
mother  merely  needs  to  add  the  pre- 
scribed dose  to  the  daily  ration  of 
milk.  Moreover,  biologic  and  clini- 
cal investigations  have  shown  that 
when  vitamin  D is  thoroughly 
diffused  in  milk  smaller  doses 
may  suffice  for  the  prevention 
and  cure  of  rickets. 

Drisdol  in  Propylene  Glycol  makes  it  possible  to  secure  the  benefits 
obtainable  from  combining  vitamin  D with  the  daily  milk  ration.  Unlike 
oily  preparations,  Drisdol  in  Propylene  Glycol  diffuses  readily  in  milk 
and  when  well  diluted  imparts  no  taste  nor  odor. 


HOW  SUPPLIED: 

Drisdol  in  Propy- 
lene Glycol  — 
10,000  U.S.P.  units 
per  gram— is  avail- 
able in  bottles  con- 
taining 5 cc.  and 
50  cc.  A special 
dropper  delivering 
250  U.S.P.  vitamin 
D units  per  drop  is 
supplied  with  each 
bottle. 


Brand  of  CRYSTALLINE  VITAMIN  D 
from  ergosterol 


IN  PROPYLENE  GLYCOL 


Wudltn&p,  GUe+tUcal  ComfUutuf>r  9*tc. 

Pharmaceuticals  of  merit  for  the  physician 

NEW  YORK,  N.  Y.  WINDSOR,  ONT. 
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Smokers 
Can’t  Help 
Inhaling_but 

they  can  help  tbeir  throats! 

All  those  who  smoke  inhale  — at  least  sometimes.  And 
when  they  inhale,  the  danger  of  irritation  increases.  Therefore, 
the  importance  of  this  Philip  Morris  advantage: 

The  irritant  quality  in  the  smoke  of  four  other 
leading  brands  was  shown  in  recognized  labora- 
tory  tests*  to  average  more  than  three  times  that 
of  the  strikingly  contrasted  Philip  Morris. 

Further — the  irritant  effect  of  such  cigarettes  was 
observed  to  last  more  than  5 times  as  long! 

A change  to  Philip  Morris  cigarettes  will  minimize  irritation 
due  to  smoking. 

Philip  Morris 

Philip  Morris  & Co.,  Ltd.,  Inc.  119  Fifth  Ave.,  New  York 


*Facts  from:  Proc.  Soc.  Exp.  Biol.  & Med.,  1934,  32,  241-243;  N.  Y.  State  Jrl.  Of 
Med.  Vol.  33,  No.  11,390;  Arch,  of  Otolaryngology,  Mar.  1936,  Vol.  23,  No.  3,306. 
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6 to  8 HOURS 
RESTFUL 
SLEEP 


IPRAL 


A safe,  effective  sedative  usu- 
ally inducing  6 to  8 hours  sleep  closely  resem- 
bling the  normal  from  which  the  patient  awakens 
generally  calm  and  refreshed.  Over  15  years  of 
use  has  shown  it  to  be  markedly  free  from  un- 
toward effects  in  the  usual  therapeutic  dosage. 


HOW  SUPPLIED 

IPRAL  CALCIUM  (calcium  ethylisopropylbar- 
biturate).  2-grain  tablets  and  powder  form  for  use 
as  a sedative  and  hypnotic.  34-grain  tablets  for  mild 
sedative  effect  throughout  the  day. 

IPRAL  SODIUM  (sodium  ethylisopropylbar- 
biturate).  4-grain  tablets  for  pre- anesthetic  medi- 
cation. 

For  literature  address  the  Professional  Service  Department, 

E.  R.  Squibb  & Sons,  745  Fifth  Avenue,  New  York,  N.  Y. 


E • R • SQUIBB  & SONS,  NEW  YORK 
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E.  P.  Anthony,  Inc. 

DRUGGISTS 


178  Angell  Street  Providence,  R.  I. 


Curran  & Burton,  Inc. 

GENERAL  MOTORS  HEATING  EQUIPMENT 

Delco  Oil  Burners,  Boilers  and  Conditionairs 

COAL  OIL 

TURKS  HEAD  BUILDING,  P R O V I D E N C E — G A . 8123 


OXYGEN 

CARBON  DIOXID-OXYGEN 
MIXTURES 

HELIUM-OXYGEN  MIXTURES 
NITROUS  OXID 
CARBON  DIOXID 
CYCLOPROPANE 

* * * 

OXYGEN  TENTS,  FACE  MASKS 
For  Sale  or  For  Rent 

CORP  BROTHERS 

Dexter  11020 

24  Hour  Service 


of  B . K . Hart 


on  sale  at  THE  BOOK  SHOP 
5 Grosvenor  Building,  Providence,  R.  I. 


ROGER  WILLIAMS  PRESS  - E.  A.  JOHNSON  CO. 
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Sklar's  U.  S.  Made 

STAINLESS  STEEL  SURGICAL  INSTRUMENT 


All  Patterns  Now  Made  with  the  Box  Lock 


All  round  shank  patterns  of  Sklar's  hemostatic  and  many 
other  forceps  are  now  being  made  with  the  Box  Lock.  This 
Box  Lock  not  only  adds  to  the  streamlined  beauty  of  the  in- 
strument, but  it  has  positive  qualities  that  make  this  type 
of  joint  vastly  superior  to  the  old  types  of  joints  heretofore 
used.  The  series  of  three  small  photographs  show  the  exact 
appearance  of  the  Box  Lock  in  various  positions.  The  first 
well  illustrates  the  streamlined  smoothness  in  the  closed 
position.  The  second  and  third  pictures  show  the  lock  in  the 
open  position  of  the  forceps  with  the  lower  photo  illustrating 
the  construction,  or  method  by  which  one  shank  of  the  lock 
passes  through  the  center  of  the  corresponding  part  of  the 
other  shank. 


The  lock  or  joint  is  accurately  machined,  smoothly  finished 
and  perfectly  fitted.  Possibility  of  a loose  or  wobbly  joint 
is  completely  eliminated.  There  are  no  holes  or  rough  edges 
that  may  cut  gloves,  tissues  or  sutures. 

Serrations  and  mouth  teeth  are  evenly  aligned  and  have 
edges  accurately  beveled  so  that  jaws  grip  without  shear  action.  Hemostasis  is  assured.  Send  for 
catalogue  of  Sklar's  U.  S.  Made  Stainless  Steel  Surgical  Instruments. 


Improved  DeMartel  Clamp 

Wolfson's  Redesigned  de  Martel  Clamp  is  of  interest  to  every 
surgeon  concerned  with  intestinal  problems  that  require  opera- 
tive attention. 

As  redesigned,  the  valuable  principles  incorporated  in  the 
original  de  Martel  intestinal  clamp  have  been  retained  but  the 
clamp  has  been  made  far  more  practical  for  use  in  difficult 
situation.  With  the  redesigned  clamp  an  increased  number  of 
segmental  bowel  resections  and  reunions  are  made  possible 
with  less  morbidity  and  greater  safety. 

The  Wolfson's  Redesigned  de  Martel  Clamp  alters  the  three 
clips  of  the  de  Martel  type  to  make  them  easier  to  control  and 
apply. 

The  handles  of  de  Martel's  angular  closer  have  been  length- 
ened, broadened,  curved  and  finger-grooved  to  fit  the  hand  and 
give  increased  leverage.  Improvements  have  been  made  in  the 
jaws  of  the  closer  which  make  for  more  effectiveness  in  oper- 
ation. 

The  Wolfson's  Redesigned  de  Martel  Clamp  practically 
eliminates  all  uncertainty  in  mechanical  preformance  when 
operating  in  the  deeper  areas  of  the  abdomen. 

Send  for  illustrated  folder  and  reprint  of  article  which  ap- 
peared in  November  issue  of  the  American  Journal  of  Surgery. 


Physicians-Surgeons 
Medical  and  Hospital 
Supplies 


SMITH  - HOLDETLT 
COMPANY  Vi 


624  Broad  Street 


Across  from  St.  Joseph's  Hospital 


Hospital  Beds- Wheel 
Chairs-Trusses-Belts 
Supports-Sick  Room 
Supplies 

PROVIDENCE 
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A New  Year  - 
An  Old  Code 

JANUARY-  beginning  of  a year  which 
promises  strenuous  times.  With  an  organi- 
zation trained  in  the  art  of  doing  things 
well,  Eli  Lilly  and  Company  will  maintain 
its  high  standards,  will  not  deviate  from 
the  policy  of  close  co-operation  with  the 
medical  profession,  and  will  constantly 
strive  for  — Progress  Through  Research. 
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ELI  LILLY  AND  COMPANY 


INDIANAPOLIS,  INDIANA,  U . S . A . 
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A GENERAL  INTRODUCTION  TO 
THERAPEUTIC  PSYCHOANALYSIS 

George  H.  Alexander,  M.D. 

Butler  Hospital,  Providence,  R.  I. 


About  fifty  years  ago  a new  theory  of  the  origin, 
structure,  and  meaning  of  neuroses  first  sought 
recognition  by  formal  psychiatry.  The  clinical  ap- 
plication of  the  principles  involved  in  that  theory 
made  possible  a new  method  of  treating  certain 
neurotic  illnesses.  The  incorporation  into  psychia- 
tric thought  of  the  basic  principles  of  the  theory 
marked  the  beginning  of  a vastly  increased  compre- 
hension of  the  structure  and  function  of  the  human 
mind.  This  was  true  for  mental  activity,  not  only  in 
states  of  neurotic  illness  but  also  that  existing  in  all 
degrees  of  variation  from  normal  mental  health  to 
extremes  of  psychotic  deviation.  A static  and 
essentially  sterile  psychiatry  became  more  dynamic 
and  therapeutically  productive  in  the  era  ushered 
into  its  development  by  the  concept  and  techniques 
of  Freudian  psychoanalysis. 

Fifty  years  is  but  a short  period  in  the  growth  of 
any  new  medical  discovery,  yet  it  is  impossible  today 
to  read  authoritative  non-analytic  psychiatric  litera- 
ture without  encountering  frequently  terms  and 
concepts  which  have  originated  in  the  psycho- 
analytic study  and  treatment  of  both  organic  and 
psychological  illnesses.  That  this  is  so,  however, 
by  no  means  implies  that  psychoanalysis  encoun- 
tered no  obstacles  to  its  acceptance  as  a specialized 
branch  of  orthodox  medicine.  Its  reception  by 
general  medicine  did  not  differ  essentially  from  that 
accorded  other  scientific  contributions  which  in- 
volved more  or  less  extensive  disruptions  of  pre- 
viously entertained  thought.  The  more  widely  new 
theoretical  formulations  tend  to  depart  from  pre- 
vailing ideas,  and  the  longer  the  older  concepts  have 
become  set  in  rigid  forms,  the  more  extensive  and 
intense  is  the  reaction  to  the  introduction  of  the 
new  ideology. 

Read  before  the  William  W.  Keen  Club,  Providence, 
Rhode  Island,  April,  1940, 


When  one  notes  the  nature  and  implications  of 
psychoanalytic  theory,  it  becomes  evident  that  its 
concepts  came  with  almost  revolutionary  rapidity 
into  the  modes  of  thinking  which  were  prevalent  in 
psychiatry  fifty  years  ago.  No  other  contribution 
to  medical  progress  in  the  past  few  centuries  en- 
countered, however,  such  overwhelming  rejection 
from  within  the  professional  realm  itself  as  did 
psychoanalysis.  Despite  the  healthy  revision  of 
earlier  psychiatric  concepts  of  mental  disorder 
which  psychoanalysis  brought  with  it,  considerable 
misunderstanding  and  rejection  of  psychoanalytic 
formulations  has  persisted  in  professional  circles. 
It  is  possible  that  with  the  increasing  clarification 
of  the  principles  of  psychoanalysis  there  will  be 
further  abatement  of  the  intensity  of  such  oppo- 
sition, but  that  conflicting  viewpoints  about  it  will 
ever  entirely  disappear  is  highly  questionable.  The 
sources  of  such  dispute  between  opposing  systems 
of  scientific  thought  lie  deeply  buried  within  the 
emotional  realm  of  man's  mind  and  arise  from  a 
phychologically  conditioned  necessity  to  believe  or 
disbelieve  a given  theory.  Insofar  as  such  needs  are 
so  strongly  conditioned  emotionally,  belief  or  dis- 
belief based  upon  them  is  extremely  resistant  to 
modification  by  intelligence,  judgment,  reason,  or 
will  power.  The  development  and  present  status  of 
Freudian  psychoanalysis  will  be  better  understood 
if  we  retain  this  thought  in  mind  while  we  recall 
for  a moment  the  psychiatric  order  into  which 
psychoanalysis  was  born  about  fifty  years  ago. 

Prior  to  1900  a few  psychiatric  scholars  had 
attempted  from  time  to  time  to  bring  greater  em- 
phasis to  bear  upon  the  role  of  man’s  thought  and 
feeling  in  the  production  and  perpetuation  of  cer- 
tain forms  of  illness.  In  spite  of  these  efforts,  how- 
ever, the  general  orientation  of  psychiatry  to  mental 
illness  remained  centered  upon  it  as  necessarily 
arising  from  some  gross  structural  or  physiological 
defect  of  body  organs. 
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For  almost  two  thousand  years  hysteria  had  been 
believed  to  be  caused  by  displacements  or  disorders 
of  the  uterus.  Only  skepticism  greeted  Astruc’s 
contention,  in  the  mid-eighteenth  century,  that  men, 
though  possessing  no  uteri,  did  suffer  from  hys- 
teria. The  renowned  neurologist  Charcot  was 
unable  to  persuade  the  French  Academy  of  Medi- 
cine to  listen  to  his  theory  of  a functional  cause  of 
hysteria  and  a treatment  of  it  by  psychological 
measures  until  the  year  1882.  When  at  about  the 
same  time  Freud  presented  a case  of  hysteria  in  a 
man  before  the  Vienna  Neurological  Society,  his 
concepts  were  subjected  to  attack  and  ridicule. 
Some  years  later  the  same  society  honored  him  with 
its  highest  award  for  contributions  to  medical 
progress,  and  today  his  viewpoints  with  respect  to 
the  nature  and  treatment  of  hysteria  have  won 
general  acceptance  in  psychiatry. 

That  disease  of  psychogenic  origin  could  occur 
was,  in  truth,  scarcely  accepted  in  general  medicine 
and  psychiatry  until  about  1910.  In  1909  the  first 
lectures  on  psychoanalysis  delivered  in  this  country 
were  given  by  Freud  at  Clark  University  upon  the 
invitation  of  G.  Stanley  Hall.  During  the  follow- 
ing decade  the  principles  of  Freudian  psycho- 
analysis were  extensively  disseminated  and  ac- 
corded some  degree  of  acceptance  in  all  civilized 
countries,  and  the  psychogenic  origin  of  certain 
forms  of  mental  illness  gained  increasing  accept- 
ance in  orthodox  medical  thinking. 

Some  confusion  of  thought  has  arisen  from  the 
fact  that  the  term  psychoanalysis  has  been  used 
with  at  least  two  different  connotations.  One  of 
these  has  had  reference  to  a school  of  psychological 
thought  and  investigation  concerned  with  the  struc- 
ture and  function  of  the  normal  mind.  The  second 
major  use  of  the  term  has  been  to  designate  a 
method  of  clinical  study  of  mental  disturbances 
and  a specialized  form  of  treatment  for  some  of 
them.  In  our  present  discussion  our  references  will 
at  all  times  refer  to  the  use  of  psychoanalytic 
theory  and  practice  in  the  study  and  treatment  of 
illness ; i.e.,  therapeutic  psychoanalysis.  In  the  field 
of  theory  we  will  limit  our  discussion  to  the  concept 
of  the  unconscious  mind  and  the  phenomenon  of 
repression.  In  our  discussion  of  technique  we  will 
consider  free  association  and  the  transference 
situation. 

The  basic  concept  of  psychoanalytic  theory  holds 
that  there  exists  in  the  mind  of  man  an  accumula- 


tion of  childhood  memories  and  their  associated 
feeling-tones  of  which  the  individual  is  completelv 
unaware  under  ordinary  circumstances.  This  men- 
tal content  is  referred  to  as  the  Unconscious  mind 
when  contrasted  with  the  ordinary  mental  content 
of  which  the  individual  is  fully  aware  and  which 
constitutes  the  conscious  mind.  The  existence  of  an 
unconscious  mind  was  postulated  centuries  before 
the  investigations  of  Freud.  It  remained  for  psy- 
choanalysis, however,  to  demonstrate  the  signifi- 
cance of  the  unconscious  mind  in  the  development 
of  mental  disorders  ranging  from  mild  neuroses  to 
severe  psychoses.  To  understand  the  origin  and 
function  of  unconscious  thought  and  feeling  we 
must  turn  our  attention  to  certain  conditions  which 
pertain  to  the  early  period  of  growth  and  develop- 
ment of  the  individual. 

During  the  first  weeks  and  months  of  life  the 
infant  seeks  full  and  immediate  gratification  of 
every  wish  and  need.  This  he  does  without  concern 
for  adult  standards  of  acceptable  behavior.  The 
earliest  impulses  which  move  the  infant  to  behavior 
and  produce  feeling-tones  spring  from  his  inborn 
instinctual  demands.  The  most  primitive  of  all  in- 
stincts, that  of  self-preservation,  stimulates  much 
of  the  infant's  behavior  in  the  early  months  of  life 
and  finds  representation  in  the  demand  for  ade- 
quate and  satisfying  nourishment.  If  nutritional 
needs  are  well  met,  freedom  from  physical  and  psy- 
chological distress  is  secured  and  the  infant  experi- 
ences pleasurable  contentment.  I f such  needs  are 
not  adequately  met,  states  of  tension  in  the  form  of 
hunger  and  anxiety  develop.  Under  such  circum- 
stances resentment,  hostility,  and  aggressive  at- 
tempts to  meet  the  situation  become  evident  in  the 
child’s  behavior.  In  a somewhat  later  period  of  de- 
velopment the  eliminative  functions  assume  increas- 
ing degrees  of  importance  to  the  child’s  general 
feeling  of  well-being  in  accordance  with  the  free- 
clom  with  which  they  can  be  expressed.  When  the 
pleasure  of  immediate  and  unrestricted  gratification 
is  curtailed  bv  necessary  efforts  to  aid  the  infant  in 
acquiring  voluntary  sphincter  control,  resentment 
and  antagonistic  responses  tend  to  appear.  A simi- 
lar course  of  events  is  noted  when,  in  a still  later 
period,  attempts  are  made  to  eliminate  the  free 
expression  of  early  pleasurable  sexual  drives.  Inso- 
far as  the  gratification  of  all  forms  of  instinctual 
behavior  is  associated  with  a pleasurable  feeling- 
tone  for  the  infant,  these  phases  of  developmental 
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conditioning  to  his  external  environment  conflict 
with  his  search  for  comfort  and  pleasure. 

It  is  not  merely  in  the  presence  of  these  normal 
instinctual  urges  which  make  possible  self-preser- 
vation and  later  self-propagation,  that  the  psycho- 
analyst finds  the  sources  of  psychological  illness. 
It  is  in  the  persistence  in  the  unconscious  of  ab- 
normal degrees  of  infantile  fear,  aggression  and 
pleasure  associated  with  the  later  expression  of 
normal  instincts  that  psychological  illness  arises. 
It  should  be  borne  in  mind  that  in  the  early  period 
of  life  the  infant  or  child  lives  with  a complete  lack 
of  knowledge  of  conventional  standards  and  con- 
sequently experiences  no  feeling  of  guilt  when 
adult  standards  of  acceptable  behavior  are  trans- 
gressed. All  of  his  behavior,  therefore,  is  measur- 
able for  him  purely  in  terms  of  producing  feelings 
of  pleasure  or  displeasure.  During  this  period  the 
infant  strives  in  every  way  to  eliminate  or  escape 
from  whatever  brings  him  discomfort,  physical  or 
mental.  In  so  doing  he  again  manifests  a complete 
disregard  of  conventional  requirements  and  ex- 
periences no  guilt,  shame,  or  unhappiness  if  adult 
standards  are  violated.  Under  these  circumstances 
there  develops  during  this  period  of  the  child’s 
development  strong  drives  to  repeat  again  and  again 
whatever  brings  pleasure,  and  avoid  to  the  greatest 
degree  possible  whatever  displeases  him  in  any  way. 
If  the  infant  is  to  mature  biologically  and  psycho- 
logically into  a contented  and  socialized  member  of 
a group,  it  becomes  obvious  that  these  trends 
toward  complete  and  immediate  self -gratification 
and  the  total  avoidance  of  all  displeasures  by  any 
measures  at  hand  must  he  modified.  These  infantile 
forms  of  reaction  to  his  environment  must  be  relin- 
quished or  altered  to  become  compatible  with  the 
wishes  and  welfare  of  those  with  whom  he  must 
live.  Under  normal  circumstances  these  necessary 
modifications  take  place  gradually  during  late  in- 
fancy and  childhood.  During  this  same  period  his 
emotional  responses  to  his  varying  experiences  are 
most  sensitive  and  intense.  Of  great  importance  is 
the  fact  that  during  this  same  period  of  enforced 
modification  of  his  instinctual  demands  his  most 
rapid  biological  and  psychological  development  is 
simultaneously  taking  place.  As  a result  of  these 
parallel  phases  of  biological  and  psychological  de- 
velopment the  processes  become  closely  entwined 
in  the  experiences  related  to  nursing,  weaning,  the 
acquisition  of  sphincter  control  and  early  forms  of 
sexual  activity. 


During  these  critical  years  the  child  is  completely 
dependent  upon  those  about  him,  in  particular,  the 
mother,  for  life,  comfort,  affection,  and  all  pleasur- 
able experiences  which  he  may  derive  from  them. 
It  is,  however,  these  same  individuals  who  must 
gradually  deprive  the  child  of  many  of  his  early 
pleasures.  In  so  doing  they  must  create  at  times 
actual  physical  pain  or,  at  best,  discomfort,  dis- 
pleasure, and  consequent  fear  and  resentment  in 
the  child.  This  is  particularly  true  during  the 
weaning  process,  the  attempts  to  establish  volitional 
sphincter  control,  the  curbing  of  early  sexual 
pleasures,  and  attempts  to  inculcate  into  the  child 
a sense  of  moral  values  and  respect  for  authority. 
All  of  these  necessary  preparations  make  many  re- 
strictions upon  the  free  expression  of  the  child’s 
own  wishes  and  consequently  can  be  accepted  by 
him  only  under  duress  and  with  reluctance  and 
manifest  or  concealed  disappointment  and  resent- 
ment. Under  these  circumstances  the  child  finds  in 
the  same  person  an  affectionate,  pleasure-giving  in- 
dividual at  one  time  and  a punishing,  pleasure-de- 
priving one  at  another.  The  child  in  this  stage  of 
development  is,  of  course,  quite  unable  to  under- 
stand the  reasons  for  the  variability  of  the  behavior 
of  others  toward  him.  In  response  to  these  widely, 
differing  attitudes  which  others  direct  toward  him, 
the  child  soon  develops  rapidly  changing  feelings 
toward  them.  When  vexed  or  worried  by  objects  or 
persons  about  him,  his  instinctual  urge  is  to  attack 
and  destroy  the  sources  of  his  displeasure  or  to 
withdraw  himself  from  the  reach  of  them.  In  these 
early  years  of  life,  however,  the  child  is  completely 
dependent  for  life  and  happiness  upon  the  parents 
or  their  substitutes.  He  is  placed  in  the  situation  of 
instinctively  wishing  to  attack  or  escape  from  the 
same  individuals  upon  whom  he  must  depend  for 
biological  and  psychological  security.  If  he  attacks 
them,  though  only  in  his  thoughts,  he  fears  that  in 
retaliation  they  may  harm  him  or  leave  him.  If,  on 
the  other  hand,  he  could  flee  from  them  he  would 
he  left  alone,  helpless,  and  in  even  greater  danger. 

There  are  several  ways  in  which  the  child’s  con- 
flicts between  his  instinctual  demands  and  the  re- 
quirements of  his  environment  can  be  adjusted.  We 
shall  mention  here  only  two  of  them.  The  first 
takes  place  spontaneously  for  the  child  by  a rapid 
or  gradual  exclusion  from  his  conscious  mind  of  the 
strong  feelings  of  disappointment  and  resentment 
and  the  memory  of  the  event  which  produced  them. 
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Both  components  of  the  traumatic  experience,  the 
memory  of  the  event  and  the  unpleasant  feelings 
aroused  by  it,  are  submerged  to  levels  of  mental 
functioning  whereat  they  can  no  longer  be  remem- 
bered or  felt  in  the  realm  of  consciousness.  This 
phenomenon  is  referred  to  as  repression.  From 
this  method  of  adjusting  conflicts,  repeated  again 
and  again  during  the  early  years  of  life,  a great 
portion  of  the  unconscious  mind  is  constructed. 

A second  way  in  which  the  child  is  enabled  to 
solve  important  conflicts  is  by  the  release  of  some 
of  his  hostility  toward  individuals  upon  whom  he 
is  not  so  dependent  for  security.  A little  boy  may 
attack  and  destroy  in  his  play  imaginary  Indians, 
dissipating  in  that  direction  some  of  the  aggression 
originally  called  forth  by  the  father.  The  little  girl 
may  give  vent  to  her  feelings  of  angriness  with  her 
mother  by  spanking  her  doll,  much  as  she  herself  is 
occasionally  spanked  by  the  mother.  In  later  years, 
competitive  sports  provide  for  the  partial  drainage 
of  aggression  directed  toward  opponents  who  sub- 
stitute for  the  parents  or  siblings  toward  whom  the 
child  has  aggressive  feelings.  Such  conversions  of 
primitive,  instinctual,  antisocial  drives,  which  tend 
to  he  entirely  destructive,  into  constructive  and 
socialized  outlets  are  referred  to  as  sublimations. 

Psychoanalytic  theory  teaches  and  clinical  ex- 
perience constantly  confirms  the  fact  that  these  de- 
fences erected  against  persistence  in  consciousness 
of  childhood  conflicts  are  not  necessarily  perma- 
nent. Repression  and  sublimation  frequently  break 
down  in  later  life  under  newly  imposed  conditions 
of  stress  and  strain,  and  permit  re-emergence  of  the 
energies  not  fully  discharged  in  the  child’s  adjust- 
ment to  early  life  conflict.  These  latent  energies,  as 
they  find  release  in  behavior  related  to  new  situa- 
tions, present  themselves  in  the  forms  of  abnormal 
adjustment  called  neuroses  or  psychoses.  It  is  not 
difficult  to  understand  how  sublimations,  in  which 
some  discharge  of  the  forbidden  urges  is  normally 
permitted,  may  fail  completely  with  the  production 
of  grossly  abnormal  behavior.  To  understand  what 
happens  in  the  failure  of  repression,  however,  some 
further  consideration  is  necessary  of  the  conditions 
under  which  unconscious  material  is  kept  repressed. 

Whenever  a conflict  has  been  eliminated  from 
consciousness  by  submergence  into  the  unconscious, 
the  strong  feeling-tones  associated  with  it  are  not 
thereby  destroyed.  They  remain  bound  to  the  mem- 
ory of  the  event  which  produced  them  and  continue 


to  be  active  in  the  unconscious  mind.  It  will  be 
recalled  that  the  free  expression  of  the  forbidden 
wishes  or  behavior  would  have  brought  pleasure  at 
one  time  to  the  child,  and  that  the  nature  of  man  is 
such  that  he  always  strives  to  reproduce  over  and 
over  behavior  which  brings  him  gratification.  This 
pleasure-component  which  accompanies  the  ex- 
cluded wishes  leads  the  repressed  drives  to  seek 
constantly  to  return  through  the  conscious  mind  to 
find  expression  in  actual  behavior.  Normally  they 
are  held  in  check  in  the  unconscious  by  opposing 
forces,  known  as  resistances,  exerted  upon  them 
from  the  conscious  mind.  There  exists  then  a con- 
stant struggle  within  the  mental  organization  of  the 
individual  between  the  opposing  pressure  of  re- 
pressed drives  seeking  outlets  in  behavior,  and  re- 
sistances against  their  expression  brought  to  hear 
upon  them  by  the  conscious  mind.  It  is  obvious  that 
these  resistances  must  be  maintained  at  all  times 
and  in  adequate  strength  if  the  individual  is  to  make 
a comfortable  and  acceptable  adjustment  to  his  en- 
vironment. When  prohibited  urges  to  action  ap- 
proach too  closely  to  the  level  of  becoming  conscious 
to  the  individual  he  begins  to  experience  anxiety. 
In  terms  of  the  existence  of  an  unconscious  mind, 
anxiety  thus  becomes  a danger  signal,  warning  the 
conscious  mind  of  the  threatened  return  of  old 
memories  and  strong  feelings  which  have  had  to 
be  repressed.  In  many  instances  the  threatened 
return  of  unconscious  mental  content  is  sponta- 
neously brought  under  control  with  readjustment 
of  the  psychic  structure  and  no  formal  medical 
treatment  becomes  necessary.  Under  less  fortunate 
circumstances,  however,  the  repressed  forces  can- 
not he  held  in  check  by  resistances  and  find  their 
outlets  in  the  signs  and  symptoms  of  a neurosis  or 
psychosis. 

To  summarize,  then,  in  terms  of  psychoanalytic 
theory  a neurosis  represents  an  only  partially  suc- 
cessful attempt  to  heal  a psychological  lesion  ; — a 
conflict  between  man’s  unconscious  and  conscious 
desires.  The  original  conflicts  from  which  the  later 
neurosis  draws  its  energy  are  established  in  the 
individual  by  the  highly  charged  emotional  experi- 
ences of  infancy  and  early  childhood.  These  early 
experiences  and  the  intense  emotions  connected 
with  them  have  become  excluded  from  the  con- 
scious knowledge  and  memory  of  the  patient  in 
order  to  preserve  his  health  and  happiness.  The 
energies  associated  with  the  original  conflicts,  how- 
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ever,  remain  latent  in  the  unconscious  and  con- 
stantly seek  to  achieve  conscious  recognition  and 
expression  in  behavior.  In  this  attempt  to  return 
to  the  conscious  level  of  the  individual’s  mind  they 
are  opposed  by  counter- forces  set  up  within  the 
conscious  mind  itself,  or  resistances.  If  in  the 
course  of  later  life,  however,  too  great  stresses  and 
strains  are  imposed  upon  the  psychological  struc- 
ture of  the  individual,  the  defenses  which  have 
been  erected  against  the  return  of  repressed  mental 
content  may  break  down  and  permit  release  of  the 
latent  forces  in  forms  of  compromise  behavior 
which  we  clinically  recognize  as  neuroses.  With 
an  even  more  complete  failure  of  conflict  adjust- 
ment the  profound  changes  of  a frank  psychosis 
may  make  their  appearance.  Insofar  as  the  signs 
and  symptoms  of  a neurosis  are  made  up  in  part 
of  conscious  desires  of  the  individual  to  preserve 
happiness  and  health  and  are  only  partially  satis- 
fied in  the  compromise  made  with  unconscious 
wishes,  his  neurosis  becomes  undesirable  and  dis- 
turbing to  him.  On  the  other  hand,  since  these  same 
compromise-formations,  or  symptoms,  partially 
gratify  unconscious  wishes  associated  with  pleasure, 
they  tend  to  be  perpetuated  in  spite  of  the  patient’s 
conscious  wish  to  be  free  of  them. 

If  this  concept  of  the  etiology  of  neuroses  is 
accepted,  the  treatment  of  neurotic  illness  may  be 
approached  from  at  least  two  different  angles.  One 
form  of  treatment  would  have  as  its  aim  removal 
of  the  signs  and  symptoms  by  diverting  their  ener- 
gies into  the  production  of  normal  forms  of  beha- 
vior or  else  to  drive  back  into  repression  again  the 
liberated  unconscious  forces.  All  forms  of  psycho- 
therapy except  psychoanalysis  employ  one  or  an- 
other modification  of  this  type  of  treatment.  It  is 
important  to  note  that  with  these  forms  of  treat- 
ment the  actual  source  of  the  difficulty,  the  basic 
conflict  or  psychological  lesion,  is  not  altered  as 
such  but  remains  within  the  psychic  structure  with 
the  potentiality  to  produce  illness  again.  The  second 
mode  of  treatment,  employed  only  in  psychoanalytic 
therapy,  endeavors  to  enable  the  patient  to  become 
conscious  again  of  the  basic  conflicts  and  to  liberate 
their  emotional  forces  by  reliving  them  in  a new 
situation  thus  eliminating  the  need  for  their  abnor- 
mal expression  in  the  form  of  a neurosis.  To  the 
extent  to  which  this  can  be  accomplished,  the  actual 
sources  of  the  neurosis  will  have  been  removed 
from  the  mental  organization  of  the  individual  and 


the  possibility  of  neurotic  illnesses  arising  from 
them  will  be  obviated  in  the  future. 

It  becomes  apparent  that  if  such  basic  conflicts 
are  to  be  removed  in  treatment,  some  method  of 
enabling  the  patient  to  become  aware  once  more  of 
his  unconscious  mental  content  becomes  a basic 
necessity.  Such  a method  was  sought  and  found  by 
Freud,  and  made  possible  the  development  of  the 
psychoanalytic  treatment  of  neuroses. 

During  the  middle  period  of  life  after  having 
attained  an  enviable  reputation  on  the  basis  of  his 
neurological  investigations  and  his  discovery  of  the 
use  of  cocaine  as  an  anesthetic  in  ophthalmological 
treatment,  Freud’s  interest  began  to  center  exclu- 
sively about  the  study  of  functional  mental  dis- 
orders. While  observing  Breuer  working  with  hys- 
terical patients  in  the  hypnotic  state,  he  observed 
that  memories  of  events  of  which  the  patient  knew 
nothing  in  his  normal  waking  state  were  recalled 
with  the  release  of  great  emotion.  He  also  observed 
that  with  the  recall  of  these  forgotten  events  and 
the  discharge  of  their  associated  feeling-tones  the 
patient’s  hysterical  manifestations  disappeared. 
Such  relief  was  only  transitory,  however,  and  upon 
removal  from  the  hypnotic  state  the  patient’s  hys- 
terical symptoms  returned  and  the  memories  and 
feeling-tones  expressed  during  hypnosis  were  again 
completely  forgotten  by  the  patient.  Freud  realized 
that  if  such  patients  could  regain  these  forgotten 
memories  and  emotions  while  they  remained  in  a 
normal  waking  state,  such  experiences  would  be 
constantly  available  for  use  by  the  physician  in  the 
treatment  of  the  symptoms  which  they  appeared 
to  be  producing.  In  an  effort  to  enable  the  patient 
to  recall  and  express  to  the  physician  such  uncon- 
scious mental  content  while  fully  conscious,  Freud 
requested  his  patients  to  express  with  the  utmost 
freedom  all  of  their  thoughts  and  feelings  as  they 
entered  the  mind  without  restraint  or  alteration  of 
any  kind.  This  process  of  introspection  called  free 
association,  when  persisted  in  for  short  periods 
daily  over  months  at  a time,  proved  effective,  and 
Freud’s  patients  gradually  became  able  to  regain 
the' memory  of  forgotten  situations  of  great  emo- 
tional significance  which  had  occurred  in  infancy 
and  early  childhood.  The  skilled  use  of  this  method 
of  free  association  became  the  most  efficient  means 
available  of  exploring  the  unconscious  mind  of  an 
individual,  and  consequently  its  use  became  one  of 
the  basic  techniques  in  psychoanalytic  therapy. 
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We  have  mentioned  previously  the  forces  of  re- 
sistance which  constantly  oppose  the  return  to  the 
mind  of  unconscious  mental  content.  In  the  treat- 
ment situation  during  attempts  at  free  association 
on  the  part  of  the  patient  these  resistances  continue 
to  act.  The  conscious  mind  is  reluctant  to  have  the 
barriers  against  the  intrusion  of  distressing  uncon- 
scious content  lowered.  Such  a lowering  always 
occurs,  however,  when  the  patient  tries  to  permit 
all  that  will  to  flow  freely  into  his  conscious  mind 
during  this  process  of  free  association.  This  is 
particularly  true  in  the  early  weeks  of  treatment 
and  becomes  a complicating  factor,  hut  it  diminishes 
as  therapy  is  continued.  This  diminution  occurs 
because  of  the  existence  of  conscious  desires  on  the 
part  of  the  patient  to  become  well.  This  desire  aids 
him  to  become  conditioned  slowly  to  frequent  peri- 
ods of  free  association  and  so  to  continue  in  treat- 
ment. As  the  patient  becomes  able  to  express  more 
freely  his  most  intimate  conscious  thoughts  and 
feelings  a new  relationship  develops  in  his  mind 
toward  the  physician.  This  psychological  phenom- 
enon is  known  as  the  transference  and  the  develop- 
ment and  use  of  this  transference  in  treatment  dis- 
tinguishes psychoanalysis  from  all  other  forms  of 
psychotherapeutic  treatment.  The  physician  comes 
to  be  regarded  by  the  patient  more  and  more  in 
terms  of  wishes  and  feelings  toward  him  as  con- 
trasted with  the  physician’s  attitude  and  treatment 
as  they  actually  are.  The  patient  develops  progres- 
sively greater  degrees  of  this  emotional  distortion 
of  the  physician  and  treatment,  and  becomes  in- 
creasingly more  dependent  upon  them.  As  a result 
he  releases  upon  the  physician  from  time  to  time 
intense  feelings  of  hatred,  affection,  jealousy,  sus- 
piciousness, and  so  on  as  they  develop  about  events 
which  occur  during  the  analytic  hours  and  his  other 
daily  activities.  He  eventually  comes  to  place  the 
physician  in  very  unreal  roles  and  reacts  to  him 
with  inappropriate  emotions.  By  this  time  in  the 
transference  situation,  the  physician  is  reacted  to 
with  the  same  feelings  as  were  the  individuals  ac- 
tually present  in  forgotten  emotional  situations  of 
infancy  and  early  childhood.  He  treats  the  physi- 
cian now  as  he  once  desired  to  or  did  treat,  perhaps, 
the  actual  father  or  mother  in  early  life.  He  was 
once  actually  in  a dependent  role  with  conflicting 
feelings  toward  these  real  individuals  of  his  child- 
hood. He  now  finds  himself  again  in  a dependent 
role  upon  the  physician  in  his  attempt  to  become 


well.  As  a result  he  re-experiences  the  frustrations, 
disappointments,  aggressions,  guilt,  and  insecurity 
that  he  once  before  knew  but  which  were  banished, 
because  of  their  intensity,  to  the  realm  of  the  un- 
conscious mind. 

In  the  treatment  situation  with  the  physician, 
however,  he  is  now  met  with  an  essentially  neutral 
attitude  as  contrasted  with  the  attitude  of  the  real 
individuals  in  childhood.  He  receives  from  his 
analyst  neither  direct  reward  nor  punishment,  real 
evidences  of  affection  or  antipathy.  In  this  situa- 
tion he  relives  the  old  incompletely  discharged  emo- 
tional intensities  of  early  life  experiences.  He 
comes  to  learn  slowly  that  such  wishes  and  feelings 
do  not  possess  the  dangerousness  that  they  had  ap- 
peared to  have  in  childhood  and  for  which  they  had 
to  he  repressed.  Gradually,  with  the  aid  of  the 
physician  he  recognizes  the  unreal  role  in  which  he 
has  placed  the  latter  and  the  meaning  of  his  intense 
emotional  attitudes  toward  him.  With  the  realiza- 
tion of  these  facts  on  the  conscious  level,  the  way 
becomes  clear  for  the  patient  to  restore  the  physi- 
cian to  his  true  professional  status  in  the  treatment- 
relationship  and  the  analysis  approaches  an  end. 

Insofar  as  the  patient  becomes  consciously  aware 
of  the  deeper  meaning  of  his  neurotic  symptoms 
during  his  analysis,  the  need  for  such  compromise 
outlets  becomes  constantly  decreased  and  they  are 
eventually  dispensed  with  entirely.  The  uncon- 
scious, as  well  as  the  conscious  components  of  his 
conflict  have  become  known  to  him  and  subject  to 
his  conscious  direction.  Above  and  beyond  allevia- 
tion of  his  neurosis,  the  patient  has  acquired  during 
analytic  treatment  a deeper  and  broader  under- 
standing of  himself  and  of  many  other  inadequate 
modes  of  reaction  which  he  had  previously  em- 
ployed in  the  attempt  to  master  ordinary  problems 
of  living.  The  psychoanalysis  thus  continues  to 
have  a beneficial  influence  extending  far  beyond  its 
termination  in  facilitating  the  ability  of  the  patient 
to  live  comfortably  witbin  bimself  and  with  others. 

Thus  far  we  have  confined  our  discussion  largely 
to  some  of  the  fundamental  principles  of  psycho- 
analytic theory  and  practice  from  an  academic 
viewpoint.  Some  aspects  of  their  practical  use  re- 
main to  be  considered  as  we  close  our  discussion 
of  them. 

The  number  of  mental  disorders  amenable  to 
psychoanalytic  treatment  is  limited  and  its  use  is 


January,  1942 


PSYCHOANALYSIS 


7 


almost  exclusively  confined  to  the  treatment  of  the 
more  common  forms  of  neuroses : anxiety  states, 
hysterias,  psychasthenias.  For  many  of  these  forms 
of  neurosis  psychoanalysis  constitutes  the  treat- 
ment of  choice  and  its  therapeutic  results  are  supe- 
rior to  those  of  other  forms  of  psychotherapy.  In 
more  recent  years  attempts  have  been  made  to  apply 
psychoanalysis  in  modified  form  to  the  treatment  of 
actual  psychoses,  but  its  therapeutic  value  in  acute 
mental  disease  is  still  dubious.  Even  more  recently 
increasingly  productive  correlations  between  the 
inter-action  of  deeply  laid  psychological  processes 
and  gross  biological  manifestations  of  patients 
have  been  made  possible  by  combining  psychoana- 
lytic concepts  and  techniques  with  clinical  laboratory 
investigations.  It  is  in  this  study  of  the  psycho- 
somatic inter-relationships  in  disease  that  psycho- 
analysis may  be  destined  to  make  its  greatest  contri- 
bution to  medicine  in  the  future. 

Even  within  its  limited  field  of  applicability  to 
the  neuroses  alone,  psychoanalysis  suffers  from 
other  restrictions  arising  from  some  of  its  own 
technical  aspects.  The  treatment  of  a neurosis  by 
therapeutic  psychoanalysis  involves  the  expendi- 
ture of  a great  deal  of  time,  often  considerable 
expense,  and  an  ability  on  the  part  of  the  patient  to 
tolerate  certain  deprivations,  and  releases  of  anx- 
iety which  occur  during  the  treatment.  The  average 
analytic  course  of  treatment  requires  sessions  with 
the  physician  for  an  hour  a day,  usually  five  days 
a week,  over  a period  of  a year  or  more.  The  cost 
to  the  patient  of  such  numerous  sessions  naturally 
restricts  the  number  who  are  able  to  undertake 
treatment.  As  in  all  medical  specialties,  the  physician 
practicing  psychoanalysis  endeavors  to  adjust 
fees  with  regard  to  the  patient’s  economic  status 
and  devotes  some  of  his  time  gratis.  It  is  obvious, 
however,  that  because  of  the  time  involved  the 
number  of  patients  which  he  may  carry  at  reduced 
fees  with  economic  safety  must  he  relatively  small. 
In  contrast  to  the  general  practitioner  or  the  spe- 
cialist in  other  fields  who  may  be  able  to  see  four 
or  five  patients  in  an  hour,  the  psychoanalist  can 
treat  but  one.  Still  other  factors  which  tend  to  re- 
duce the  number  of  neurotic  individuals  who  can 
receive  psychoanalytic  treatment  are  their  exclusion 
on  the  basis  of  age,  the  lack  of  a fundamental  desire 
to  recover,  or  too  close  approximation  to  a frank 
psychosis. 


Another  great  limitation  to  the  practical  appli- 
cation of  psychoanalysis  has  its  origin  in  the  rela- 
tively few  adequately  trained  psychoanalysts  who 
are  available  to  treat  the  vast  number  of  neurotics 
who  need  help.  This  discrepancy  between  demand 
and  supply  comes  about  as  a result  of  the  long 
training  and  experience  which  a physician  must 
undertake  in  order  to  he  officially  recognized  as 
qualified  to  conduct  therapeutic  psychoanalyses. 
There  are,  of  course,  many  unqualified  individuals 
who  profess  to  treat  illness  by  methods  which  are 
loosely  referred  to  as  psychoanalysis.  Far  too 
often  genuine  psychoanalysis  is  unjustly  con- 
demned for  treatment  failures  resulting  from 
quack  forms  of  pseudoanalysis  which  bear  no  re- 
semblance to  orthodox  psychoanalysis  and  which 
are  conducted  by  inadequately  prepared  individ- 
uals. The  requirements  of  the  American  Psycho- 
analytic Association,  which  must  be  met  by  a 
physician  desiring  certification  to  conduct  thera- 
peutic psychoanalyses,  approximates  five  years  of 
post-graduate  training  and  experience.  A yearly 
bulletin  is  issued  by  the  Association  in  which  may 
be  found  a list  of  physicians  who  have  received 
approval  as  qualified  to  carry  on  therapeutic  anal- 
yses. The  length  of  time  and  expense  involved  in 
such  preparation  necessarily  reduces  the  number  of 
physicians  qualified  to  do  analytic  treatment  to  a 
very  small  number  proportionate  to  the  total  prac- 
titioners of  medicine  or  indeed  to  any  other  medi- 
cal specialty. 

Despite  the  handicaps  imposed  upon  therapeutic 
psychoanalysis  from  within  and  from  without,  it 
has  however,  continued  to  make  valuable  contri- 
butions to  the  understanding  and  treatment  of  ill- 
ness for  almost  fifty  years.  Its  theories  and  tech- 
niques in  modified  forms  are  so  deeply  imbedded 
in  modern  medicine  that  they  cannot  avoid  partici- 
pation in  the  future  growth  of  medical  art  and 
science.  Psychoanalysis  has  survived  its  own  in- 
fancy and  has  passed  through  most  of  its  childhood 
conflicts.  It  has  remained  healthy  enough  to  have 
survived  the  debilitating  influences  of  its  own  over- 
prdtective  enthusiasts  and  its  rejection  by  those 
who  would  have  utterly  abandoned  it.  Insofar  as 
one  may  glimpse  its  future,  it  now  seems  assured  of 
reaching  a full  maturity  and  the  capacity  to  live  in 
increasing  harmony  within  the  environment  of 
medicine. 
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TOXEMIA  OF  PREGNANCY 
A STUDY  OF  273  CASES 

Walter  S.  Jones,  M.D. 

165  Waterman  Street,  Providence,  R.  I. 


Figures  published  by  the  American  Medical 
Association  ■show  that  for  a number  of  years  the 
Providence  Lying-In  Hospital  has  ranked  either 
sixth  or  seventh  in  the  United  States  in  obstetrical 
turn-over.  This  is  not  a teaching  hospital  in  a medi- 
cal center.  We  have  no  salaried  staff  members, 
and  we  lack  extensive  and  expensive  laboratory 
facilities. 

We  are  conscious  of  our  obligation  to  utilize 
this  mass  of  material  for  study  purposes.  Many 
of  our  house  officers  and  many  more  of  our  affiliated 
medical  students  are  going  out  to  do  obstetrics  in 
smaller  communities.  Thus,  because  of  our  in- 
ternal organization  and  because  of  our  graduating 
personnel,  we  feel  that  any  contribution  we  make 
to  the  field  of  obstetrics  must  be  along  practical, 
clinical  lines  which  may  be  of  some  service  to  the 
bedside  obstetrician. 

In  the  fall  of  1937,  a Toxemia  Clinic  was  organ- 
ized with  representation  from  the  medical,  eye, 
urological,  and  obstetrical  services.  The  object  was 
to  study  and  to  follow  as  long  as  possible  the  post- 
partum cases  referred  from  the  wards  ; as  time  goes 
on,  we  are  also  acquiring  some  unofficial  antenatal 
function.  We  are  today  reporting  the  cases  we 
have  accumulated  in  the  past  three  and  a half  years. 

We  have  not  followed  enough  cases  to  be  pre- 
pared to  make  any  dogmatic  statements  as  to  the 
postnatal  life  of  these  patients.  At  present  we  are 
trying  to  crystalize  our  ideas  concerning  the  pre- 
natal clinical  course  of  toxemia. 

We  attempt  to  classify  all  cases  by  the  now  gen- 
erally accepted  American  Committee  standards. 
Each  case  is  abstracted  on  a form  containing  all 
information  we  propose  to  use  in  study.  Dates  are 
figured  in  weeks.  Clinic  visits,  house  admissions, 
and  delivery  are  detailed,  together  with  eye  exam- 
ination and  laboratory  data.  Each  pregnancy  is  re- 
viewed and  if  toxic  is  abstracted.  As  far  as  pos- 
sible each  pregnancy  is  classified  on  its  own  merits. 
In  doubtful  instances  previous  or  subsequent  preg- 

From  the  Toxemia  Clinic  of  the  Providence  Lying-In 
Hospital. 

Read  before  the  New  England  Obstetrical  and  Gyneco- 
logical Society,  May  14,  1941. 


nancies  are  given  due  weight  if  the  choice  of  classi- 
fication lies  between  Group  A and  Group  B.  Sub- 
sequent pregnancies  are  abstracted  as  they  occur 
and  are  added  to  the  folder.  This  toxemia  abstract 
folder  is  kept  in  a separate  file. 

Since  the  Benign  Hypertensive  and  Preeclamp- 
tic groups  form  the  bulk  of  the  material  which 
floats  through  clinic  or  office,  our  chief  interest  is 
centered  here.  These  milder  cases  are  less  dramatic 
but  in  the  long  run  are  more  important.  We  feel 
that  familiarity  with  them  and  with  the  distinctions 
between  them  are  of  the  utmost  practical  value  in 
terms  of  diagnosis,  prognosis,  utilization  of  hos- 
pital bed  space,  and  one’s  own  peace  of  mind.  This 
should  be  particularly  true  in  the  case  of  the  obste- 
trician with  limited  laboratory  and  hospital  facili- 
ties. 

In  the  past  three  and  a half  years,  we  have  had 
about  1 1,150  deliveries  ; in  this  time  there  have  been 
520  cases  of  toxemia  of  pregnancy,  a hospital  inci- 
dence of  4.6%.  In  the  same  time  interval,  we  have 
seen  273  cases  in  the  follow-up  clinic,  52%  of  the 
toxic  group.  Remaining  48%  are  private  cases  nr 
patients  who  do  not  return  to  the  clinic.  The  series 
here  reported  comprises  2.4%  of  our  entire  hospital 
turn-over. 

We  have  classified  these  as  to  previous,  present, 
and  subsequent  pregnancies.  (Chart  1.) 

SUMMARY  OF  SERIES 


Chart  1 
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Total  Cases  in  Series  273 

Previous  Pregnancies  Studied  202 
Subsequent  Pregnancies  Studied  46 

Total  all  pregnancies  studied  in  these  273  patients  521 
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Classification 

The  relative  incidence  of  the  sub-groups  in  the 
classification  is  given  below.  It  is  noted  that  this 
does  not  agree  with  most  published  figures.  The 
reason  for  this  is  the  fact  that  these  are  follow-up 
patients  who  come  or  fail  to  come  at  will.  The 
figures  can  not  be  expected  to  coincide  with  a study 


of  a total  hospital  admission  group. 

GROUP  A. 

HYPERTENSION 

1.  Benign  Hypertension  (mild) 7.7% 

This  group  includes  the  older  multi- 
parae  who  attend  clinic  poorly. 

2.  Benign  Hypertension  (severe) 4.0% 


This  is  relatively  too  large  in  com- 
parison to  the  mild.  It  probably  in- 
cludes some  cases  of  mild  hyperten- 
sion with  superimposed  preeclampsia. 
Any  hypertensive  who  shows  a pres- 
sure of  160/110  is  classed  as  severe, 
even  though  we  may  suspect  it  is  mild 
with  added  preeclampsia. 


3.  Malignant  Hypertension  1.8 % 

NEPHRITIS 

1.  Pyelonephritis  9.6% 

2.  Glomerulonephritis 3.3% 

UNCLASSIFIED  20.5% 


This  is  a large  group  for  two  rea- 
sons: ( 1)  We  are  as  rigid  as  possible 
in  making  a definite  classification. 

(2)  This  group  includes  all  late 
comers  and  emergencies. 

GROUP  B. 

1.  Preeclampsia  (mild)  26.4% 

Probably  the  bulk  of  the  unclassified 
also  belong  here. 

2.  Preeclampsia  ( severe ) 20.6% 

This  is  too  large  in  proportion  to  the 
mild  for  two  possible  reasons  : (1)  It 
may  include  some  patients  with  mild 
hypertension  and  superimposed  pree- 
clampsia, in  whom  we  first  caught 
the  patient  in  the  midterm  pressure 
slump  and  failed  to  recognize  the 
basic  hypertension.  (2)  We  get  a bet- 
ter return  rate  on  these  sick  patients 
than  on  more  mildly  ill  cases. 

3.  Eclampsia  5.9% 

These  are  the  only  easy  cases  for 
classification  as  the  convulsions  make 
the  diagnosis.  They  are  also  the 
group  about  whom  we  know  the  least. 

OPERATIVE  INCIDENCE 

The  gross  operative  incidence  of  21.9%  includes 
9 cesarean  sections  for  all  causes.  In  this  con- 
nection, it  is  of  interest  to  note  that  in  the  past  five 
years  we  have  done  49  sections  on  toxic  patients 
for  all  causes,  without  a fatality.  In  this  series,  of 
14  separated  placentae  in  past  and  present  preg- 
nancies, only  four  were  sectioned. 


FETAL  MORTALITY 
The  gross  fetal  mortality  was  20.5%.  This  figure 
may  be  broken  down  into : 


Group  A 25.0% 

Unclassified  28.6% 

Group  B 15.1% 


INDUCTION  OF  LABOR 
That  medical  induction  is  not  a reliable  pro- 
cedure, may  be  seen  from  the  poor  results  ob- 
tained in  this  series.  This  is  particularly  true 
where  labor  is  attempted  early  in  the  last  trimester : 


Unsuccessful  medical  inductions 80 

Successful  inductions 49 

Artificial  rupture  of  membranes 41 


In  the  field  of  toxemia  we  are  dealing  with  three 
distinct  disease  entities,  hypertension,  nephritis, 
and  true  toxemia  of  pregnancy.  Of  these,  hyper- 
tension and  preeclampsia  may  run  concurrently. 

Benign  Hypertension 

There  were  21  mild  hypertensives,  six  primi- 
parae  and  15  multiparae.  One  quarter  of  these 
were  under  25  years  of  age.  The  15  multiparae  had 
had  a total  of  74  previous  pregnancies,  of  which 
14  were  in  this  hospital  and  eight  known  to  be 
toxic.  Of  these  previous  toxic  pregnancies,  all  that 
could  be  classified  were  mild  hypertension ; none 
had  shown  definite  preeclampsia.  There  have  been 
two  subsequent  pregnancies.  One  was  mild  hyper- 
tension ; the  other,  paradoxically,  is  at  present 
normal  in  the  prenatal  clinic.  Seventeen  had  normal 
deliveries.  There  was  an  extraction  of  twins,  ver- 
sion and  extraction  of  hydrocephalus,  high  forceps 
for  android  pelvis,  and  section  for  central  placenta 
previa.  This  is  a gross  operative  incidence  of 
19.0%. 

The  gross  fetal  mortality  was  9.5%,  consisting 
of  the  stillborn  hydrocephalic  and  a macerated 
fetus.  It  would  be  expected  that  the  fetal  mortality 
attributable  to  toxemia  should  be  higher. 

A composite  graph  made  of  all  these  patients,  on 
which  all  pressures,  urines,  and  weight  gain  are 
plotted,  should  give  a fair  average  picture  of  the 
clinical  course  of  mild  hypertension.  Such  a chart 
(Chart  2)  shows  that  the  patient  enters  the  clinic 
with  a pressure  in  the  140-160  range.  This  is  main- 
tained until  about  the  nineteenth  week,  when  a drop 
to  an  appreciably  lower  level  occurs  for  a few 
weeks.  This  drop  is  of  considerable  clinical  signi- 
ficance in  classifying  these  patients.  Any  patient 
entering  the  clinic  for  the  first  time  in  the  19-24 
week  period,  who  later  exhibits  a rise  of  pressure 
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over  140,  may  be  a hypertensive  who  was  hrst  seen 
in  the  midterm  drop. 

Reasonably  reliable  criteria  are  available  in  the 
majority  of  cases  if  the  course  of  the  late  preg- 
nancy is  studied.  The  eventual  pressure  rise, 
when  it  occurs,  is  usually  earlier  (24-27  weeks) 
than  in  preeclampsia.  Furthermore,  this  rise  con- 
tinues as  a fairly  level  plateau  rather  than  as  a 
continually  climbing  curve  ; it  is  not  much  accentu- 
ated at  delivery;  and  it  falls  back  not  much  below 
the  140  level  after  delivery.  This  is  not  the  picture 
of  the  pressure  curve  in  preeclampsia. 

In  addition,  other  data  assist  in  differentiating 
mild  hypertension  from  preeclampsia.  The  urines 
are  almost  consistently  negative  in  the  face  of  the 
high  pressure  until  after  the  thirtieth  week.  From 
this  point,  there  are  a relatively  small  number  of 
abnormal  urines ; in  the  cases  where  albuminuria 
does  occur,  sediment  findings  are  rare.  This  is  in 
contrast  to  the  urine  picture  in  preeclampsia. 


Chart  2 

MILD  BENIGN  HYPERTENSION 
Composite  of  the  prenatal  records  of  20  cases. 


Diamonds  represent  B.P.,  plotting  all  pressures  taken. 
High  and  low  points  cover  extreme  pressure  range,  greatest 
width  at  mean  level.  URINE  : Above  line,  clear — normal; 
shaded  1 plus  ; black  2 plus.  Below  the  line,  relative  number 
showing  casts  or  RBC  are  shaded  into  total  albuminuria. 
WEIGHT  : Each  square  equals  one  pound  per  patient  per 
week  gain. 

Comment  1.  High  initial  pressure  level,  with  midterm 
drop  about  19-23  weeks,  followed  by  rise 
in  last  trimester.  Generally  steady  level. 
Little  rise  at  labor ; little  fall  at  discharge. 
Comment  2.  Relatively  little  albumin.  Rare  casts  or  RBC. 
Comment  3.  Steady  weight  gain  level,  with  little  rise  at 
term.  Figures  from  38  week  not  included, 
as  some  of  the  obese  patients  were  reduced 
by  catharsis,  giving  net  loss  for  group. 


The  average  weekly  weight  gain  is  steady 
throughout  pregnancy,  and  seldom  exceeds  a pound 
a week.  We  do  not  often  see  the  sudden  terminal 
weight  gain  from  edema  that  the  preeclamptics 
show. 

In  addition  to  these  findings,  the  state  of  the 
retinal  vessels  is  of  great  assistance  in  some  of  the 
puzzling  cases.  Arteriolar  changes  early  in  preg- 
nancy would  point  to  the  inference  that  the  patient 
has  inherent  vascular  disease,  not  true  toxemia. 
The  ophthalmoscope  is  very  definitely  a working 
tool  of  the  obstetrician. 

If  one  has  a visual  picture  of  this  type  of  clinical 
course,  he  has  something  which  is  of  prognostic  as 
well  as  diagnostic  value.  We  used  to  see  many 
patients  admitted  near  term  because  they  were 
running  a pressure  of  140-160.  Study  of  their 
pressures  while  hospitalized  demonstrates  that 
there  is  no  significant  fall  in  levels,  or  any  other 
clinical  improvement  which  would  make  occupancy 
of  a hospital  bed  worth  while. 

It  is  to  be  understood  that  I do  not  refer  to  the 
type  of  mildly  hypertensive  case  who  is  admitted 
because  of  increasing  pressure.  A sudden  rise  in  a 
previously  unexciting,  moderately  high  plateau, 
especially  if  accompanied  by  sudden  weight  gain 
of  more  than  a pound  a week,  or  by  urinary  find- 
ings, is  a striking  variation  from  the  average  pic- 
ture ; it  may  indicate  that  preeclampsia  has  become 
superimposed.  In  general,  mild  hypertension  can 
be  regarded  calmly  but  not  complacently. 

Severe  Benign  Hypertension 

This  group  probably  includes  some  cases  who 
should  really  be  considered  as  mild  hypertension 
with  superimposed  preeclampsia. 

Mild  Preeclampsia 

We  had  72  mild  preeclamptics,  evenly  divided 
between  primiparae  and  multiparae.  The  latter  had 
a total  of  129  previous  pregnancies,  of  which  54 
were  in  this  hospital.  Among  these  there  were  only 
ten  known  toxic  pregnancies  in  nine  patients.  Four 
were  definitely  severe  preeclampsia ; two  were  mild 
preeclampsia  ; and  the  remaining  four  are  unclassi- 
fied. Since  all  these  patients  were  carefully  ques- 
tioned concerning  previous  toxemia,  as  far  as  we 
know  the  previous  toxemia  incidence  was  7.8%. 
However,  as  the  incidence  among  pregnancies 
occurring  in  this  hospital  was  18.5%,  the  truth 
probably  lies  somewhere  between  these  figures. 
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MILD  PREECLAMPSIA 
AGE  INCIDENCE 
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129 

54 

10 

See  Chart  1. 

ONSET  of  LABOR 

Spontaneous  

26 

25 

51 

Unsuccessful  medical 

8 

11 

19 

Successful  medical 

8 

5 

13 

Art.  rupture  memb 

1 

3 

4 

Elective  section  

1 

0 

1 

OPERATIVE  INCIDENCE 

33.3% 

13.9% 

23.6% 

FETAL  MORTALITY 

Gross  

11.1% 

16.6% 

13.9% 

Corrected  

2.8% 

5.5% 

4.2% 

It  is  generally  stated  that- preeclampsia  is  a dis- 
ease of  young  women.  In  breaking  down  into  five 
year  age  groups,  it  is  seen  (Chart  3)  that  the  shift 
is  toward  the  younger  women  among  the  primparae, 
and  toward  the  older  among  the  multiparae.  30.9% 
of  these  women  were  from  30-44  years  of  age.  The 
logical  question  is  whether  the  diagnosis  of  pre- 
eclampsia is  correct  in  these  older  cases.  After 
scrutiny  of  the  past,  present,  and  subsequent  preg- 
nancies of  these  twenty-five  women,  it  would  ap- 
pear that  three  might  he  doubtful.  In  thirteen  the 
evidence  is  more  than  adequate.  In  the  remaining 
seven,  although  previous  pregnancy  records  are 
shady,  the  evidence  of  the  present  pregnancy  and 
follow-up  seems  to  justify  the  diagnosis. 

There  have  been  fourteen  subsequent  pregnan- 
cies in  twelve  patients.  Four  have  had  single 
normals ; one  two  normals  ; two  are  in  the  prenatal 
clinic,  again  normal ; five  patients  have  had  six  toxic 
pregnancies.  There  have  been  one  mild  preeclamp- 
sia ; two  severe  preeclampsias,  a severe  preeclamp- 
sia followed  by  pyelonephritis,  and  a toxic  mole. 
Thus  to  date,  a little  better  than  half  of  the  patients 
who  became  pregnant  following  mild  preeclampsia 
were  normal.  Where  toxemia  ensued,  it  was  of  a 
more  severe  grade  in  most  cases ; only  one  patient 
swung  across  the  line  from  Group  B to  Group  A 
classification. 

In  twenty  cases  labor  was  induced  because  of  the 
toxemia.  Fifty-five  cases  delivered  normally.  This 


1 1 

makes  a gross  operative  incidence  of  23.6%  ; it  was 
33.3%  among  the  primiparae.  The  figure  appears 
high,  but  it  includes  three  sections  not  connected 
with  the  toxemia,  two  monstrosities,  one  bagging 
for  previa,  and  one  breech.  The  remaining  ten  for- 
ceps delivery  of  these  sick  patients  seems  reason- 
able enough. 

The  gross  fetal  mortality  was  13.9%,  including  a 
monster,  a meningocele,  congenital  heart  disease, 
and  the  stillborn  from  bagging.  In  only  two  macer- 
ated and  one  stillborn  could  the  mortality  be  attri- 
buted to  the  toxemia,  4.2%  of  all  births. 
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Arrows  at  upper  right  corner  indicate  patients  admitted 
to  hospital  for  treatment. 

Comment  1.  Sharp  rise  in  systolic  and  diastolic  pressure 
after  36  week. 

Comment  2.  Increasing  upswing  of  abnormal  urines. 
Comment  3.  Increase  in  average  weight  gain  35-38  weeks. 

Net  loss  in  weight  39-40  weeks,  due  to  de- 
hydration therapy  in  treated  cases. 

The  clinical  course  of  mild  preeclampsia 
(Chart  4)  differs  in  several  essentials  from  that  of 
hypertension.  The  pressure  runs  along  normal  into 
the  last  trimester ; on  the  average  there  is  no  signi- 
ficant warning  rise  in  diastolic.  Only  twelve  cases 
exhibited  any  abnormal  rise  before  the  thirty-sixth 
week.  From  this  point,  however,  there  is  a gradual 
but  definite  rise  of  the  general  curve.  Peak  read- 
ings approach  the  160  level  by  the  thirty-eighth 
week ; but  there  is  an  even  more  marked  tendency 
of  the  weekly  mean  levels  to  climb  progressively  to 


Chart  4 

MILD  PREECLAMPSIA 
Composite  prenatal  chart  of  25  cases. 
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just  over  140.  After  delivery  there  is  a sharp  fall 
hack  to  normal  levels.  There  were  two  cases  of 
post-partum  preeclampsia. 

As  contrasted  with  benign  hypertension,  the 
urinary  findings  follow  the  climb  of  the  pressure. 
Occasional  albuminuria  appears  after  30  weeks ; 
but  from  the  thirty-sixth  week  there  is  a sharp  in- 
crease in  the  proportion  of  albuminuria  and  a very 
definite  increase  in  the  relative  proportions  of  speci- 
mens with  casts  and  red  blood  cells. 

There  is  also  an  appreciable  stepping  up  of  the 
weight  gain  curve,  which  shows  an  average  of  1.5 
to  2 pounds  per  week  after  the  thirty-sixth  week. 
This  seems  to  lag  a little  behind  the  appearance  of 
albuminuria,  but  precedes  the  significant  pressure 
rise. 

A study  of  the  composite  chart  of  patients  admit- 
ted to  the  hospital  for  prenatal  treatment  brings  out 
an  interesting  point.  The  mean  pressure  curve  be- 
gins to  fall  in  three  or  four  days,  although  there  is 
not  a corresponding  improvement  in  the  urinary 
picture.  It  would  appear  that  to  admit  the  average 
mild  preeclamptic  and  then  to  induce  labor  in  3-4 
days  is  not  rational. 

If  the  patient  is  allowed  to  rest  for  about  a week, 
the  pressure  curve  in  the  usual  case  has  returned 
to  normal ; there  is  slight  improvement  in  albumin- 
uria and  relatively  fewer  casts.  The  patient  is  now 
at  the  optimal  point  for  induction.  The  slight  lift 
in  pressure  level  at  labor  is  not  alarming  in  any 
case. 

This  clinical  picture  does  not  give  a feeling  of 
security  to  the  obstetrician,  but  variations  from  it 
in  an  upward  direction  become  more  significant 
as  will  be  brought  out  in  the  discussion  of  severe 
preeclampsia.  The  point  about  antepartum  hos- 
pitalization allows  for  more  intelligent  planning  in 
relation  to  the  expected  date  of  term,  and  it  acts 
as  a counterbalance  against  one’s  instinct  to  hurry 
onset  of  labor. 

Severe  Preeclarnpsia 

There  were  57  severe  preeclamptics,  evenly 
divided  between  multiparae  and  primiparae.  There 
was  a total  of  107  previous  pregnancies  in  this 
group.  Of  the  41  which  occurred  in  this  hopsital, 
ten  patients  contributed  fourteen  known  toxic  epi- 
sodes. There  were  three  single  mild  preeclampsias, 
three  single  severe  preeclampsias,  one  sequence  of 
normal-severe-normal-mild,  one  sequence  of 
normal-mild— four  normal-unclassified,  one  with 


two  unclassified  toxemias  in  five  pregnancies.  The 
tenth  case  had  two  unknown  deliveries  followed  by 
mild  preeclampsia;  at  her  fourth  pregnancy  she 
was  classified  as  mild  hypertension  ; but  at  the  pres- 
ent appearance  all  the  data  on  the  record  point  to  a 
diagnosis  of  severe  preeclampsia.  (Chart  5. ) 

Chart  5 

SEVERE  PREECLAMPSIA 
AGE  INCIDENCE 

Priinip.  Multip.  Total 


Under  20  5 0 5 

20-24  10  3 13 

25-29  10  5 15 

30-34  3 8 11 

35  plus  . 1 12  13 

29  28  57 

PREVIOUS  PREGNANCIES 

Previous  Total  107 

Previous  P.  L.  I.  H.  41 

Previous  Toxic  14 

SUBSEQUENT  PREGNANCIES  See  Chart  1 
ONSET  of  LABOR 

Spontaneous  13  14  27 

Unsuccessful  medical  13  8 21 

Successful  medical  6 6 12 

Art.  rupture  memb.  5 8 13 

OPERATIVE  INCIDENCE  34.5%  3.6%  19.3% 

FETAL  MORTALITY 

Gross  10.3%  8.1%  8.8% 

Corrected  same  same  same 


While  there  is  little  difference  between  the  pro- 
portion of  patients  showing  previous  toxemia 
(12.5%  for  the  mild  and  17.5%  for  the  severe), 
there  is  about  double  the  incidence  of  known  toxic 
pregnancies  in  this  hospital  among  the  severe  group 
(34.1%  as  compared  to  18.5%  in  the  mild). 

Ten  of  these  women  have  had  subsequent  preg- 
nancies. One  was  again  severe  preeclampsia ; two 
showed  mild  hypertension.  Of  the  seven  normals, 
two  are  back  in  the  prenatal  clinic  a second  time. 
One  is  normal  and  one  toxic,  unclassified  to  date. 

Labor  was  induced  because  of  toxemia  in  rela- 
tively twice  as  many  of  the  severe  cases  (52.6%) 
as  compared  with  the  mild  class  (27.8%).  The 
operative  incidence  was  roughly  the  same.  The 
corrected  fetal  mortality  was  twice  as  great  in  the 
severe  cases. 

The  clinical  picture  of  the  severe  resembles  that 
of  mild  preeclampsia,  differing  in  speed  and  in- 
tensity of  the  pathological  aspects.  The  upswing 
in  the  pressure  curve  and  the  appearance  of  ab- 
normal urines  begin  to  manifest  themselves  at  about 
the  thirtieth  week.  Whereas  among  the  mild  cases, 
only  about  a sixth  were  toxic  by  the  thirty-sixth 
week,  in  the  severe  category  fully  a half  were 
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definitely  sick  at  this  point.  From  the  36  week  the 
pressure  and  urine  pictures  rise  in  crescendo  to 
term,  in  spite  of  the  fact  that  almost  all  cases 
represented  in  the  composite  chart  were  admit- 
ted to  the  hospital  for  treatment.  (Chart  6.)  Such 
a graph,  is  a de-emphasis  of  the  true  picture.  The 
graph  itself  is  valid  enough  for  purposes  of  com- 
parison with  mild  preeclampsia,  except  with  respect 
to  the  weight  curve.  Here  the  effect  of  dehydra- 
tion therapy  on  the  edema  throws  the  average 
figures  entirely  out  of  focus. 

Chart  6 

SEVERE  PREECLAMPSIA 


Picture  similar  to  mild  preeclampsia  except  in  degree. 
Half  the  patients  were  toxic  by  36  week.  Systolic  and 
diastolic  pressure  rise  is  in  unison ; curve  is  sharper  and 
faster.  Much  larger  proportion  of  abnormal  urines. 

Weight  graph  is  not  significant,  being  too  distorted  by 
changes  in  averages  due  to  dehydration  therapy. 

Having  established  that  the  patient  has  no  pre- 
existing cardio-vascular-renal  disease,  the  obstetri- 
cian places  her  in  Group  B if  and  when  she  shows 
hypertension  or  albuminuria.  The  appearance  of 
these  symptoms  as  early  as  the  thirtieth  week  or 
a significant  rise  above  normal  limits  by  the  thirty- 
sixth  week  would  suggest  that  the  patient  is  going 
to  be  severe  rather  than  a mild  preeclamptic.  This 
is  particularly  true  if  there  is  more  than  a minimum 
of  urinary  findings  or  if  the  weight  gain  is  sharply 
on  the  upswing.  These  clinical  findings  are  much 
more  reliable  than  the  subjective  complaints  of  the 


patients  herself,  and  should  be  viewed  with  appre- 
hension. Prompt  and  effective  treatment,  fol- 
lowed by  prompt  delivery,  may  prevent  a catastro- 
phe. There  is  much  evidence,  both  in  the  literature 
and  in  practical  experience,  to  indicate  that  con- 
servatism in  an  attempt  to  wait  for  a viable  baby 
is  more  costly  to  the  mother  than  the  results  are 
worth. 

Eclampsia 

There  were  sixteen  eclamptics  in  the  series.  Eight 
of  whom  were  emergency  cases,  of  which  we  know 
little.  There  were  nine  primiparae  and  seven  multi- 
parae.  The  ages  tend  slightly  to  the  younger 
women ; but  four  were  30  years  or  older.  The 
multiparae  had  had  20  previous  pregnancies,  of 
which  five  were  in  this  hospital  and  one  was  known 
to  be  toxic.  In  the  entire  series  of  273  cases,  there 
had  been  nine  eclampsias  in  previous  pregnancies. 
Three  of  these  cases  have  returned  for  subsequent 
pregnancy;  one  was  normal,  one  had  unclassified 
toxemia,  one  had  pyelonephritis. 

The  first  evidence  of  toxemia  in  these  women 
was  recognized  as  early  as  the  seventeenth  week 
and  as  late  as  the  forty-first  week.  Five  were  clinic 
cases  who  were  in  the  hospital  for  antepartum 
treatment ; one  was  a clinic  case  who  entered  in 
labor  and  had  the  convulsion  in  the  hospital.  Of 
the  emergency  cases,  one  was  sent  in  after  a home 
delivery  and  had  the  convulsions  in  the  hospital, 
the  other  seven  were  rushed  in  after  convulsions 
at  home.  There  were  a total  of  thirty-five  ante- 
partum and  eight  postpartum  convulsions  in  fifteen 
cases.  The  sixteenth  case  was  diagnosed  eclampsia 
without  convulsion  at  consultation  by  the  Neuro- 
logical Service. 

The  gross  fetal  mortality  was  31.3%. 

Conclusions 

In  the  past  three  and  a half  years,  the  Toxemia 
Clinic  has  seen  273  cases.  These  have  been  classi- 
fied according  to  the  American  Committee  Stand- 
ard, and  the  incidence  discussed. 

Mild  hypertension,  mild  preeclampsia,  and 
severe  preeclampsia  are  discussed.  The  study  of 
composite  graphs  of  typical  cases  in  these  categories 
give  a fair  picture  of  the  course  of  the  disease,  pro- 
viding a method  is  used  which  allows  representation 
of  the  extreme  spread  of  pressures  as  well  as  mean 
pressure  levels.  Study  of  such  charts  provides  help- 
ful points  in  making  a diagnosis  and  prognosis  of 
the  patient's  condition. 
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MIDWINTER  MEETING 

The  program  for  the  meeting  of  the  Rhode 
Island  Medical  Society  to  be  held  at  the  Medical 
Library  Building  on  the  evening  of  Monday, 
February  2,  1942,  includes  an  address  by  Dr.  Allen 
O.  Whipple,  Director  of  the  Surgical  Service  of 
the  Presbyterian  Hospital  in  New  York,  Attend- 
ing Surgeon  at  the  Vanderbilt  Clinic,  and  Valentine 
Mott,  Professor  of  Surgery  at  the  College  of  Physi- 
cians and  Surgeons  of  Columbia  University.  Dr. 
Whipple  will  speak  on  the  subject,  "Certain  Aspects 
of  Pancreatic  Disease.”  It  is  intended  to  invite  all 
the  physicians  in  Rhode  Island  to  attend  this  meet- 
ing. 


A CALL  TO  THE  MEDICAL  PROFESSION 

The  nation  is  at  war.  The  Congress  has  passed 
an  amendment  to  the  Selective  Service  Act  which 
will  call  for  registration  of  every  man  up  to  the 
age  of  65  and  which  will  place  all  men  under  45 
years  of  age  subject  to  service  at  the  order  of  the 
Selective  Service  boards. 

The  Procurement  and  Assignment  Service  for 
Physicians,  Dentists  and  Veterinarians  was  estab- 
lished by  order  of  the  President  on  October  30. 


Thus  the  medical  profession  itself  aids  in  deter- 
mining proper  distribution  of  the  medical  pro- 
fession in  supplying  the  needs  of  the  armed  forces 
and  maintaining  medical  service  to  civilian  com- 
munities, public  health  agencies,  industrial  plants 
and  other  important  needs. 

At  a meeting  of  the  Procurement  and  Assign- 
ment Service  held  in  Chicago  at  the  headquarters 
of  the  American  Medical  Association  of  December 
18,  jointly  with  the  Committees  on  Medical  Pre- 
paredness of  the  American  Medical  Association, 
the  American  Dental  Association  and  the  American 
Veterinary  Medical  Association,  plans  were  drawn 
for  making  immediately  available  to  the  United 
States  Army  and  Navy  Medical  Corps  the  names 
of  physicians  who  wish  to  be  enrolled  promptly 
in  the  service  of  the  government  in  this  emergency. 

On  page  NIN  is  published  a blank  by  which  every 
physician  may  at  once  place  his  name  with  the  Pro- 
curement and  Assignment  Service  as  one  who  is 
ready  to  serve  the  nation  as  the  need  arises.  If  you 
wish  to  make  yourself  available  for  classification, 
fill  out  this  blank  and  send  it  at  once  to  Dr.  Sam 
F.  Seeley,  Executive  Director  of  the  Procurement 
and  Assignment  Service.  When  these  blanks  are 
received,  they  will  be  classified  and  checked  with 
the  information  available  in  the  national  roster  of 
physicians  at  the  headquarters  of  the  American 
Medical  Association. 

For  two  thousand  and  nine  counties  in  the 
United  States,  lists  have  been  prepared  indicating 
physicians  who  are  engaged  in  necessary  civilian 
projects,  public  health  services  or  educational 
activities  from  which  they  cannot  be  spared.  Short- 
ly the  rest  of  the  counties  will  have  such  lists  avail- 
able. 

In  each  of  the  corps  areas  covering  the  United 
States  a committee  is  being  established,  including 
representatives  of  medical,  hospital,  educational, 
dental  and  veterinary  activities.  In  the  individual 
states,  committees  of  medical,  dental  and  veteri- 
narian professions  are  being  established  through 
which  the  corps  area  committees  will  exercise  their 
functions.  In  each  county  also  local  committees 
will  provide  accurate  information  regarding  the 
status  of  each  member  of  the  profession  concerned. 

The  raising  of  the  Selective  Service  age  from  28 
to  45  will  place  a great  number  of  additional  phy- 
sicians in  the  category  of  those  on  whom  the  nation 
may  call  as  their  services  are  needed.  Estimates 
indicate  that  some  sixty  thousand  physicians  thus 
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become  available  for  service  and  that  forty-two 
thousand  dentists  under  the  age  of  45  also  become 
subject  to  call.  By  enrolling  with  the  Procurement 
and  Assignment  Service  immediately,  utilizing  the 
blank  on  page  XIX,  all  physicians,  but  particu- 
larly those  under  45  years  of  age,  insure  to  every 
extent  possible  assignment  to  the  type  of  service 
for  which  they  are  best  fitted.  They  avoid  thus 
also  the  possibility  of  unclassified  service  with 
the  United  States  Army  during  the  period  that  may 
be  necessary  following  selection  by  the  Selective 
Service  before  the  commission  can  be  secured.  A 
physician  called  by  the  Selective  Service  who  has 
not  enrolled  or  who  is  not  on  a reserve  list  obviously 
serves  without  a commission  during  the  time  that 
necessarily  elapses  before  a commission  is  secured. 
In  the  future  issues  of  The  Journal  announce- 
ments will  be  made  regularly  of  the  numbers  of 
those  who  enroll  and  of  the  extent  to  which  the 
immediate  needs  of  the  Army,  Navy  and  other 
government  agencies  are  being  supplied. 

Reprinted  from  The  Journal  A.  M.  A.,  for  December 
27,  1941. 

Enrolment  Form  for  Procurement  and  Assignment 
Service  for  Physicians  on  Page  XIX  of  this  number. 


RECENT  BOOKS 

The  Rhode  Island  Medical  Society  possesses 
some  unusual  advantages.  It  owns  free  from  debt 
the  Medical  Library  Building  with  a library  of 
more  than  32,000  volumes  housed  in  fireproof 
stacks.  It  owns  and  publishes  the  Rhode  Island 
Medical  Journal.  It  owns  the  Fiske  Fund,  the 
trustees  of  which  from  time  to  time  offer  prizes 
for  essays  which  are  published  in  the  Journal. 
On  account  of  the  Fiske  Fund,  the  Journal  sends 
complimentary  copies  to  a list  of  more  than  one 
hundred  medical  libraries.  More  than  fifty  journals 
received  in  exchange  are  donated  by  the  Medical 
Journal  to  the  Medical  Library.  The  books  which 
are  reviewed  in  the  Journal  are  almost  always  pre- 
sented by  the  reviewer  to  the  Medical  Library. 

In  the  year  1941  an  unusually  large  number  of 
books  were  received  from  publishers  for  review  in 
the  Journal.  At  the  close  of  the  year,  although 
the  Journal  had  increased  its  number  of  pages  by 
eight  per  cent  over  previous  years,  the  book  review 
department  was  sadly  in  arrears. 


It  seems  fair  to  the  publishers,  who  provide  the 
Medical  Library  with  so  much  of  the  recent  litera- 
ture, that  the  book  review  department  should  be 
brought  somewhat  up  to  the  present,  as  is  done  in 
this  issue  of  the  Journal. 


CIVILIAN  DEFENSE 

The  Medical  Aid  and  Health  Division  of  the 
Rhode  Island  Council  of  Defense  has  organized, 
with  Dr.  Joseph  C.  O’Connell,  Director,  Mr.  John 
E.  Farrell,  Secretary,  and  an  Advisory  Committee 
which  comprises  the  Director  and  Secretary,  with 
Dr.  Samuel  Adelson,  Miss  Esther  Batchelder,  Dr. 
Alex  M.  Burgess,  Dr.  Thomas  V.  Daley,  Dr. 

Murray  S.  Danforth,  Dr.  John  E.  Donley,  Dr. 
Charles  F.  Gormlv,  Dr.  Kalei  K.  Gregory,  Dr. 
Frederic  V.  Hussey,  Dr.  John  P.  Jones,  Dr.  John 
E.  Ruisi,  Dr.  Ezra  A.  Sharp,  Dr.  William  S. 

Streker,  Miss  Cecelia  E.  Walsh,  Dr.  John  G. 
Walsh,  Mrs.  Sara  P.  Weeden,  Miss  Louise  White, 
and  Dr.  Robert  F.  Whitmarsh. 

Following  are  the  appointments  of  City  and 

Town  Directors  of  Medical  Aid: 

Barrington Dr.  Marden  G.  Platt 

70  Turner  Avenue,  Riverside 

Bristol Dr.  W.  L.  Serbst 

617  Hope  Street 

Burrill ville Dr.  Stephen  E.  Emidy 

Sayles  Avenue,  Pascoag 

Central  Falls  Dr.  Irving  Farrell 

428  Broad  Street 

Charlestown Dr.  Howard  G.  Laskey 

Carolina 

Coventry Dr.  Royal  C.  Hudson 

1225  Main  Street,  West  Warwick 

Cranston Dr.  Earl  A.  Bowen 

669  Park  Avenue,  Auburn 

Cumberland  Dr.  Stephen  A.  Kenney 

258  Broad  Street,  Valley  Falls 

East  Greenwich  and  West  Greenwich  Dr.  George  Young 

Main  Street,  East  Greenwich 

East  Providence  Dr.  John  O’Brien 

95  Taunton  Avenue 

Foster Dr.  William  J.  Graham 

Foster 

Glocester  Dr.  Edgar  S.  Potter 

Chepachet 

Hopkinton  Dr.  Edwin  B.  Gammell 

Hope  Valley 

Jamestown  Dr.  C.  B.  Ceppi 

68  Narragansett  Avenue 

Johnston Dr.  Angelo  Scorpio 

909  Hartford  Avenue 

Lincoln Dr.  Lawrence  A.  Senseman 

160  Chapel  Street,  Sayles  ville 

Little  Compton Dr.  Arthur  W.  King 

Adamsville 
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Middletown  Dr.  Alfred  M.  Taraglino 

75  Pelham  Street,  Newport 

Narragansett  Dr.  A.  T.  Manganaro 

95  Kingstown  Road,  Wakefield 

Newport  Dr.  Louis  E.  Burns 

24  Bull  Street,  Newport 

New  Shoreham  Dr.  Charles  F.  Perry 

Block  Island 

North  Kingstown  Dr.  R.  Kraemer 

Wick  ford 

North  Providence  Dr.  John  P.  Londergan 

1901  Smith  *Street 

North  Smithfield  • Dr.  Leo  Dugas 

School  Street,  Slatersville 

Pawtucket  Dr.  Edw.  H.  Trainor 

18  Exchange  Street 

Dr.  Robert  Henry 

18  Exchange  Street 

Portsmouth  Dr.  Berton  W.  Storrs 

Portsmouth 

Providence  Dr.  Francis  V.  Garside 

154  Francis  Street 

Dr.  John  B.  Ferguson 
205  Broad  Street 

Dr.  Frank  O’Connell 
215  Thayer  Street 

Dr.  Louis  D.  Lippitt 

41  Pocasset  Avenue 

Dr.  Lucius  C.  Kingman 

76  Waterman  Street 

Dr.  Edw.  I.  Seltzer 

304  Pontiac  Avenue,  Cranston 

Richmond  and  Exeter  Dr.  Frances  A.  Kenyon 

W oodville 

Scituate  Dr.  Louis  A.  Sage 

Scituate 

South  Kingstown  Dr.  Clifford  .Hathaway 

38  Lake  Street,  Peacedale 

Smithfield  Dr.  Charles  E.  Hawkes 

Greenville 

Tiverton  Dr.  Charles  H.  Bryant 

Tiverton 

Warren  Dr.  Henry  W.  Hopkins 

Warren 

Warwick  Dr.  A.  W.  Lupoli 

Apponaug 

Westerly  Dr.  Charles  P.  Crandall 

39  Grove  Avenue 

West  Warwick  Dr.  George  B.  Farrell 

1016  Main  Street,  West  Warwick 

Woonsocket  Dr.  Augustine  W.  Eddy 

441  South  Main  Street 


Each  local  director  of  medical  aid  is  responsible 
for  the  planning  of  civilian  protection  as  regards 
medical  aid  and  health.  This  work  entails  the  per- 
sonnel of  doctors,  nurses,  and  orderlies,  establish- 
ment of  casualty  stations  and  first  aid  posts,  medi- 
cal supplies  and  equipment,  and  except  in  the 
Greater  Providence  area  contact  with  the  nearest 
hospital  to  learn  the  emergency  service  available 
at  that  institution. 

For  the  Providence  area  the  directors  are  Dr. 
Michael  J.  Nestor.  Dr.  Alex  M.  Burgess  and  Mr. 


Edward  F.  Carey.  Dr.  Joseph  C.  O'Connell  is 
Director  of  the  Medical  Division  of  the  Defense 
Council  and  Dr.  Lucius  C.  Kingman,  Chief  Sur- 
geon of  Medical  Emergency  Field  Units.  Six  field 
units  have  been  established,  one  each  at  St. 
Joseph's  Hospital,  Miriam  Hospital,  R.  1.  Homeo- 
pathic Hospital,  Charles  V.  Chapin  Hospital,  and 
two  at  Rhode  Island  Hospital.  At  the  head  of  these 
units  are  Drs.  F.  C.  Garside,  L.  D.  Lippitt,  Edward 
Seitzer,  Francis  D.  O’Connell  and  Peter  P.  Chase. 
Each  unit  has  four  surgeons,  four  alternates,  four 
graduate  nurses,  four  nurses  aids,  four  first-aid 
workers,  a clerk  and  an  ambulance  driver.  The 
American  Red  Cross  is  cooperating  in  providing 
nurses,  nurse  aids,  first-aid  workers  and  am- 
bulance drivers. 


PROVIDENCE  MEDICAL  ASSOCIATION 
October  Meeting 

A regular  meeting  of  the  Providence  Medical 
Association  was  held  at  the  Medical  Library  on 
Monday,  October  6.  1941.  The  meeting  was  called 
to  order  by  President  Murray  S.  Danforth  at  8:30 
P.  M. 

The  secretary  read  the  records  of  the  previous 
meeting  which  were  approved. 

The  secretary  read  a communication  from  the 
Acting  State  Administrator  of  the  National  Youth 
Administration  which  included  an  invitation  to 
the  members  of  this  Association  to  view  the  train- 
ing methods  used  in  developing  Rhode  Island 
young  men  and  women  for  industries  essential  to 
National  Defense. 

Dr.  John  G.  Walsh,  chairman  of  the  Community 
Fund  Committee,  spoke  briefly  on  the  plans  for 
soliciting  contributions  for  the  Community  Fund 
by  the  Doctors’  Committee.  He  concluded  his  re- 
marks by  introducing  a resolution  by  which  the 
Association  would  endorse  the  United  Campaign 
of  Community  Chests.  Dr.  William  P.  Buffum 
moved  for  the  adoption  of  the  resolution.  The 
motion  was  unanimously  passed. 

The  president  read  a brief  announcement  of  the 
proposed  golf  tournament  and  dinner  to  he  con- 
ducted jointly  on  Wednesday,  October  8 with  the 
lawyers  of  the  City. 

The  secretary  reported  that  the  Executive  Com- 
mittee wished  to  recommend  for  election  as  active 
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members  of  the  Association  the  following  doctors  : 

Morris  Botvin,  M.D. 

Alexander  M.  Burgess,  Jr.,  M.D. 

John  P.  Hogan,  M.D. 

Maurice  N.  Kay,  M.D. 

Israel  Mandell,  M.D. 

Dr.  Jesse  E.  Mowry  moved  for  the  election  of 
these  five  applicants  to  active  membership.  The 
motion  was  seconded  by  Dr.  John  G.  Walsh  and 
was  unanimously  passed. 

The  president  reported  the  receipt  by  the  secre- 
tary of  the  obituary  tribute  to  the  late  Dr.  Edward 
E.  Pierce  which  had  been  prepared  by  Dr.  John  E. 
Donley  and  Dr.  Jesse  E.  Mowry.  This  obituary  has 
been  placed  on  permanent  file  with  the  Association. 

The  president  announced  the  appointment  of 
Dr.  N.  Darrell  Harvey  and  Dr.  Edwin  G.  Thomp- 
son to  prepare  the  obituary  of  the  late  Dr.  O. 
Fletcher  Best. 

The  president  introduced  Dr.  Harold  G.  Calder 
to  serve  as  chairman  for  a panel  discussion  on  the 
subject  “VITAMINS”  which  was  discussed  as 


follows : 

Vitamin  A Frank  J.  Jacobson,  M.D. 

Vitamin  B William  P.  Bufifum,  M.D. 

Vitamin  C Banice  Feinberg,  M.D. 

Vitamin  D Harold  G.  Calder,  M.D. 

Vitamin  K Reuben  C.  Bates,  M.D. 


Following  the  original  presentations,  the 
speaker  on  each  vitamin  was  cross-examined  by 
other  members  of  the  panel.  This  was  followed  by 
questions  from  the  audience. 

Some  of  the  points  presented  were  these  : 

Vitamin  A is  stored  in  the  liver  and  is  essential 
for  the  integrity  of  epithelial  tissues.  Significant 
deficiency  occurs  almost  only  with  abnormalities 
of  the  alimentary  tract.  There  are  no  known  symp- 
toms for  over-dosage. 

In  the  present  state  of  knowledge,  the  important 
constituents  of  the  Vitamin  B complex  are  thia- 
mine, riboflavin,  and  nicotinic  acid.  White  flour 
and  sugar,  which  often  make  up  a large  part  of  the 
diet  of  those  with  poor  eating  habits,  are  strikingly 
deficient  in  thiamine.  In  treatment  it  is  advisable 
to  use  the  whole  Vitamin  B complex. 

Vitamin  C is  necessary  for  the  presence  of 
normal  connective  tissue  and  the  integrity  of  capil- 
lary walls.  This  vitamin  is  sensitive  to  oxidation, 
particularly  in  the  presence  of  alkali. 

Vitamin  D is  stored  in  the  liver  and  is  essential 
for  the  normal  growth  bones  and  development  of 


teeth.  It  should  be  started  early  in  life  and  a daily 
intake  of  800  to  1200  units  is  desirable. 

Vitamin  K is  necessary  for  the  production  of 
prothrombin  in  the  blood,  which  in  turn  is  essential 
for  normal  blood  clotting.  Vitamin  K is  particu- 
larly valuable  in  the  jaundiced  patient  and  is 
hemorrhagic  disease  of  the  New-Born. 

Discussion  was  provided  by  Doctors  Raymond, 
Louis  Goodman,  P.  P.  Chase,  and  Walter  Wagner. 

The  meeting  adjourned  at  10 :30  P.  M. 

Respectfully  submitted, 

Frank  B.  Cutts,  M.D., 

Secretary. 


November  Meeting 

A regular  meeting  of  the  Providence  Medical  As- 
sociation was  held  at  the  Medical  Library  on  Mon- 
day, November  3,  1941.  Tbe  meeting  was  called  to 
order  by  President  Murray  S.  Danforth  at  8:35 
P.  M. 

The  secretary  read  the  records  of  the  previous 
meeting  which  were  approved. 

The  secretary  reported  on  a few  matters  of  cur- 
rent interest  that  had  been  discussed  in  the  previous 
meeting  of  the  Executive  Committee. 

The  president  announced  the  appointment  of  a 
committee  to  consist  of  Dr.  Roland  Hammond  and 
Dr.  Roswell  Wilcox  to  prepare  the  obituary  of  the 
late  Dr.  John  T.  Farrell. 

The  president  introduced  Dr.  Hugh  E.  Kiene, 
Director  of  Neuro-Psychiatric  Department  of  the 
C.  V.  Chapin  Hospital. 

Dr.  Kiene  presented  a paper  on  "Neuro-psy- 
chiatric Examination  at  Induction”  the  co-authors 
of  which  were  Dr.  Himon  Miller  of  the  State  In- 
duction Board  and  Major  Arthur  Hassell  of  the 
State  Selective  Service.  Dr.  Kiene  pointed  out  that 
nervous  and  mental  casualties  from  the  last  war 
had  in  the  intervening  years  cost  this  country  one 
billion  dollars.  He  presented  an  outline  of  tbe 
methods  and  purposes  of  the  neuro-psychiatric  in- 
duction examination. 

The  president  then  announced  the  presentation 
of  the  subject  “The  Neuro-psychiatric  Study  of  the 
Naval  Recruits”  which  was  given  by  Lieut.  Cecil  L. 
Wittson,  (MC),  USNR,  Lieut.  M.  I.  Harris, 
(MC),  USNR,  Lieut.  W.  A.  Hunt,  H.  V(s), 
LTSNR,  and  Lieut.  Philip  Solomon,  (MC),USNR. 

The  authors  presented  similar  information  re- 
garding the  neuro-psychiatric  examination  of  naval 
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recruits.  They  pointed  out  the  necessity  of  a high 
degree  of  mental  health  for  efficiency  and  proper 
adjustment  hoard  naval  vessels.  Most  of  the  re- 
cruits were  young  men  in  their  teens  and  frequently 
the  problems  were  those  of  late  adolescence.  About 
36  out  of  1000  recruits  are  discharged  because  of 
neuro-psychiatric  defects.  They  pointed  out  that 
the  information  being  derived  from  these  studies 
promised  to  'be  of  much  assistance  later  in  the 
examination  and  evaluation  of  similar  groups  in 
civilian  life.  The  two  papers  were  discussed  by 
Drs.  Walter  Weigner,  Ira  Nichols,  and  Jacob  Kelly. 

Tbe  scientific  program  was  concluded  by  Dr. 
James  W.  Sever,  of  Boston,  Mass.,  who  presented 
a paper  on  “COLLES  FRACTURES — A study 
of  Pre  and  Post  Reduction  X-Rays.” 

In  his  study  Dr.  Sever  measured  the  angle  be- 
tween a line  drawn  along  the  long  axis  of  the  radius 
and  one  parallel  to  the  radial  joint  surface.  He 
pointed  out  that  normally  the  joint  surface  at  the 
lower  end  of  the  radius  is  not  at  a right  angle  to  the 
long  axis  of  this  bone,  but  is  directed  ten  or  fifteen 
degrees  downward  toward  the  palmar  surface  of 
the  hand.  A similar  result  should  be  present  on 
post-reduction  x-rays,  and  he  clearly  showed  how 
frequently  reduction  was  inadequate  in  this  respect. 
In  other  words,  under  reduction  is  far  more  fre- 
quent than  over  reduction.  The  presentation  was 
discussed  by  Drs.  Hammond,  Batchelder,  P.  P. 
Chase,  and  Danforth. 

The  meeting  adjourned  at  10:55  P.  M.  Attend- 
ance 110.  Collation  was  served. 

Respectfully  submitted, 

Frank  B.  Cutts,  M.D..  Secretary. 


December  Meeting 

A regular  meeting  of  the  Providence  Medical 
Association  was  held  at  the  Medical  Library  Mon- 
day, December  1,  1941.  The  meeting  was  called  to 
order  by  President  Murray  S.  Danforth  at  8:35 
P.M. 

In  the  absence  of  the  secretary  the  executive  sec- 
retary read  the  records  of  the  previous  meeting 
which  were  accepted. 

The  executive  secretary  reported  for  the  Execu- 
tive Committee  and  stated  that  at  its  last  meeting 
a detailed  report  prepared  by  the  Committee  on 
Public  Relations  of  the  Association  had  been  en- 
dorsed and  approved.  This  report  was  concerned 


with  the  work  of  the  National  Physicians  Com- 
mittee for  the  Extension  of  Medical  Services  and 
the  conclusions  of  the  report  were  read  to  the 
membership.  They  were  as  follows : 

“While  we  are  aware  of  the  fact  that  in  some 
parts  of  the  Country  medicine  may  not  be  well 
organized  and  may  be  in  need  of  a national  bureau 
to  assist  it,  over  and  above  the  facilities  of  the 
American  Medical  Association,  yet  we  cannot  dis- 
cover such  a situation  in  Rhode  Island  at  the  present 
time.  We  are  of  the  opinion  that  the  State  Medical 
Society  and  its  own  component  district  medical 
societies  are  carrying  forward  a worthwhile  pro- 
gram which  parallels  the  same  type  of  work  which 
the  National  Physicians  Committee  advocates,  and 
therefore  we  do  not  see  any  present  need  for  a 
group  contribution  bv  any  of  our  units  to  assist 
this  national  committee.  If  there  are  members  of 
the  Profession  in  the  State  who  are  of  the  opinion 
that  the  National  Physicians  Committee  is  deserv- 
ing of  their  individual  support  they  are  free  to  give 
it,  for  surely  every  effort  should  be  made  to  ad- 
vance the  cause  of  organized  medicine  both  here 
and  throughout  the  country.  It  is  our  belief  that 
the  best  interests  of  the  profession  and  of  the  public 
can  be  served  most  efficiently  by  efforts  upon  the 
part  of  our  State  and  district  societies  which  are 
close  to  the  problems  requiring  study  and  solution. 
We  are  of  tbe  opinion  that  the  local  profession 
understands  its  own  problems  better  than  anyone 
else  and  is  therefore  the  one  best  fitted  to  handle 
them.” 

The  nominations  of  officers  for  1942  as  made  by 
the  executive  committee  in  accordance  with  the 
by-laws  of  the  Association  were  then  read.  This 
slate  is  as  follows : 

Proposed  Slate  ok  Officers — 1942 
Recommended  by  the  Executive  Committee  and 
herewith  submitted  to  the  membership  for  consid- 
eration, this  slate  is  to  be  voted  on  at  the  annual 
meeting,  January  5,  1942. 

Office  Candidate  Proposed 

President  Henry  E.  Utter,  M.D. 

Vice  President  Emery  M.  Porter,  M.D. 

Secretary  Frank  B.  Cutts,  M.D. 

Treasurer  William  P.  Davis,  M.D. 

Executive  Committee  ( 2 new  members  for 

5-year  term  each)  Murray  S.  Danforth,  M.D. 

Albert  H.  Jackvony,  M.D. 
Trustee  to  R.  I.  Medical  Library 

(1  year  term)  William  S.  Streker,  M.D. 
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Delegates  to  House  of  Delegates  oe 
Rhode  Island  Medical  Society 


John  A.  Hayward,  M.D. 
Harry  C.  Messinger,  M.D. 
Ernest  W.  Bishop,  M.D. 
Charles  L.  Southey,  M.D. 
Henry  F.  McCusker,  M.D. 
Janies  Hamilton,  M.D. 
John  G.  Walsh,  M.D. 
Merle  M.  Potter.  M.  D. 
Janies  H.  Fagan,  M.D. 
Kalei  K.  Gregory,  M.D. 
Walter  S.  Jones,  M.D. 
David  Freedman.  M.D. 

Frank  W. 


Raymond  F.  Hacking,  M.D. 
Murray  S.  Danforth,  M.D. 
Frank  B.  Cutts,  M.D. 

Ralph  DiLeone,  M.D. 

Joseph  B.  Webber,  M.D. 
Frank  J.  Honan,  M.D. 
Clarence  E.  Bird,  M.D. 
Robert  H.  Whitmarsh,  M.D. 
Joseph  I..  Belliotti,  M.D. 
George  W.  Waterman,  M.D. 
Samuel  D.  Clark,  M.D. 
Jerome  J.  McCaffrey,  M.D. 
immitt,  M.D. 


The  president  announced  that  the  obituary  trib- 
ute of  the  late  John  T.  Farrell  as  prepared  by 
Doctors  Roland  Hammond  and  Roswell  Wilcox 
had  been  filed  with  the  Secretary  for  permanent 
record  and  that  a copy  is  to  be  transferred  to  Dr. 
Farrell’s  family.  The  president  then  asked  that 
Dr.  Wilcox  read  this  tribute  to  the  membership. 

The  executive  secretary  reported  that  the  Execu- 
tive Committee  recommended  for  election  to  active 
membership  of  the  Association  the  following  doc- 
tors : 

Isadore  Gershman 
Robert  S.  Phillips 
Jacob  Reich 


Dr.  Jesse  E.  Mowry  moved  the  election  of  these 
three  applicants  to  active  membership  in  the  Asso- 
ciation. The  motion  was  seconded  and  unanimous- 
ly passed. 

The  president  read  a special  announcement  rela- 
tive to  a required  physical  examination  for  some 
one  hundred  and  fifty  workers  to  be  employed 
within  the  week  and  further  requested  that  any 
doctors  free  on  Wednesday  of  this  week  to  conduct 
such  physical  examinations  should  leave  his  name 
with  the  Executive  Secretary  to  he  transmitted  to 
the  Rhode  Island  State  Employment  Service. 

There  being  no  report  of  cases  nor  presentation 
of  specimens,  the  president  called  for  the  reading 
of  the  scientific  papers  and  first  introduced  Dr. 
James  P.  Deery,  Medical  Director  of  Industrial 
Hygiene,  R.  I.  State  Department  of  Health,  who 
presented  the  subject  “Tuberculosis  Case  Finding 
at  the  Army  Induction  Station.” 

This  was  a very  interesting  discussion  of  the 
methods  in  the  program  of  case  finding  in  men  in- 
ducted into  the  National  Guard  and  Selective  Serv- 
ice. Dr.  Deery  stressed  the  need  for  the  work  based 
on  the  great  expense  resulting  from  tuberculosis 


in  the  armed  forces  which  could  have  been  pre- 
vented by  proper  screening.  Using  14  x 17  films 
and  later  a photo-fluoroscopic  equipment  supplied 
by  the  Army  he  and  his  staff  examined  4905  men 
in  all  of  whom  only  73  men  were  questioned  and 
13  were  rejected  as  having  secondary  tuberculosis, 

O. 31%  of  all  examined.  The  cost  to  the  State  was 
estimated  at  slightly  more  than  twenty-one  thou- 
sand dollars.  So  far  only  one  Rhode  Islander  has 
been  hospitalized  and  none  has  been  returned  home 
or  hospitalized  for  tuberculosis. 

The  paper  was  discussed  by  Doctors  John  Ham, 
Peter  F.  Harrington.  Philip  Batchelder,  William 

P.  Shields,  and  Joseph  Corsello. 

The  second  paper  of  the  evening  was  a presenta- 
tion of  "Diagnosis  of  Bone  Tumors”  by  Channing 
C.  Simmons,  M.D.,  surgeon-in-chief,  Huntington 
Memorial  Hospital,  Boston.  Mass. 

This  was  a very  interesting  and  illuminating 
discussion  of  the  various  types  of  bone  tumors. 
The  difficulties  of  early  diagnosis  were  emphasized, 
even  when  biopsies  are  made.  The  speaker  also 
stated  that  frequently  trained  pathologists  are  at 
variance  in  their  interpretation  of  carefully  pre- 
pared slides. 

Many  x-ray  illustrations  were  shown  on  the 
screen  giving  early  and  late  appearances  of  various 
tumors  and  bone  conditions.  Helpful  suggestions 
were  made  in  regards  to  diagnosis  and  treatment. 

The  paper  was  discussed  by  Doctors  B.  Earl 
Clark,  Charles  Campbell,  Kenneth  Burton,  Philip 
Batchelder,  and  Murray  S.  Danforth. 

The  meeting  adjourned  at  10:55  P.M. 
Attendance:  104,  Collation  was  served. 

Respectfully  submitted, 

John  E.  Farrell,  Executive  Secretary 
In  the  absence  of  the  Secretary 


RECENT  BOOKS 

Cardiac  Clinics,  A Mayo  Clinic  Monograph.  By  Fred- 
erick A.  Willius,  B.S.,  M.D.,  M.S.  in  Med.  pp.  276, 
with  35  original  illustrations.  Cloth,  $4.00,  The  C.  V. 

. Mosby  Company,  St.  Louis,  1941. 

Following  an  introductory  chapter  on  Signs  and  Symp- 
toms, many  of  the  problems  of  heart  disease  are  pre- 
sented in  a selected  series  of  case  histories  under  the  head- 
ings : — Diseases  of  the  Pericardium,  Rheumatic  heart 
disease,  Bacterial  endocarditis,  Cardiovascular  syphilis, 
Hypertensive  heart  disease,  Coronary  disease,  Thyroid 
disease,  Congenital  heart  disease,  Functional  states,  Dis- 
turbances of  cardiac  rhythm.  These  chapters  are  followed 
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by  one  on  Treatment  and  Management  and  by  one  of 
Historical  Excerpts  : — William  Harvey's  Epoch-Making 
Contribution,  Marcello  Malpighi's  Contribution  to  the 
Knowledge  of  the  Circulation,  and  Excerpts  from  the  Life 
of  John  Baptist  Morgagni.  In  the  final  chapter  is  a col- 
lection of  Miscellaneous  Topics  of  great  interest  and  im- 
portance. 

In  the  chapter  on  Congenital  Heart  Disease,  Dr.  T.  J. 
Dry  has  written  on  “The  Essentials  in  the  Diagnosis  of 
Congenital  Heart  Disease.”  He  gives  a clear  and  concise 
account  of  the  embryology  of  the  heart  and  a simple 
classification  of  the  possible  congenital  diseases  of  the 
heart,  “self  explanatory  and  easily  remembered." 

This  is  a book  to  be  read  from  cover  to  cover  by  the 
practicing  physician  and  then  to  be  put  on  his  bed-side 
table  to  be  read  again  for  the  pure  pleasure  of  reading. 


Chinese  Lessons  to  Western  Medicine,  A Contribu- 
tion to  Geographical  Medicine  from  the  Clinics 
of  Peiping  Union  Medical  College.  By  I.  Snap- 
per, M.D.  With  a foreword  by  George  R.  Minot, 
M.D.  pp.  380,  with  132  original  illustrations.  Cloth 
$5.50,  Interscience  Publishers,  Inc.,  215  Fourth  Ave- 
nue, New  York,  1941. 

Peiping  Union  Medical  College  is  supported  by  the 
China  Medical  Board,  Inc.,  which  was  originated  by  the 
Rockefeller  Foundation,  for  promotion  of  medical  educa- 
tion in  the  Far  East.  The  patients  in  the  common  wards 
are  for  the  most  part  beggars,  inmates  of  poorhouses,  and 
apprentices.  In  medical  practice  the  state  of  nutrition  of 
the  patients  has  to  be  constantly  considered.  The  poor  in 
China  live  on  a half  or  less  of  the  minimum  caloric  re- 
quirement. The  apprentices  are  given  only  food  enough 
“to  silence  the  craving  of  their  stomachs.” 

Dr.  Snapper’s  book  has  chapters  on  Nutritional  Prob- 
lems, Infectious  Diseases,  Tuberculosis,  Amyloid  Degen- 
eration, Cardiovascular  Diseases,  Renal  Affections,  Di- 
seases of  the  Liver,  of  the  Blood  Forming  Organs,  Malig- 
nant Tumors,  Intoxications,  and  Miscellaneous  Diseases. 
Sections  on  Typhus  Fever,  Relapsing  Fever,  Amebiasis, 
Kala-azar  with  attendant  Noma,  Ricin  Poisoning,  and  the 
effects  of  Opium  Smoking  are  specially  interesting.  The 
book  provides  a geographical  study  of  disease  and  presents 
the  conditions  of  medical  practice  among  a people  physical- 
ly depressed  by  long  continued  modern  warfare. 


Military  Medicine,  Medical  Clinics  of  North  Amer- 
ica, Volume  25,  Number  6,  November,  1941.  pp. 
418,  with  50  illustrations,  Paper,  $12.00  per  clinic 
year,  Cloth,  $16.00  per  clinic  year.  W.  B.  Saunders 
Company,  Philadelphia  and  London. 

The  November  number  of  Medical  Clinics  of  North 
America  has  a Symposium  on  Military  Medicine.  In  the 
Foreword,  Rear  Admiral  Ross  T.  Mclntire,  Surgeon 
General  of  the  Navy,  notes  the  timeliness  of  the  work. 
A noteworthy  list  of  medical  officers  of  the  Army  and 
Navy  contribute  to  the  symposium.  Colonel  Leonard  G. 
Rowntree,  M.R.C.,  U.S.A.  and  Lieutenant  Colonel  Albert 
N.  Baggs,  M.R.C.,  U.S.A.  write  on  “The  Physician  in 
Selective  Service  and  the  Army,”  Major  James  B.  Mason, 


M.C.,  M.C.,  U.S.A.,  on  “Medical  Organization  in  the 
Permanent  Camp  and  in  the  Field.”  Following  chapters 
cover  Tuberculosis,  Communicable  Diseases,  Cardiovascu- 
lar Disease,  Medical  Abdominal  Emergencies,  Military 
Ophthalmology,  Injuries  of  the  Far,  Nose  and  Throat, 
Dermatology  and  Syphilologv,  Nutritional  Aspects  of  Mili- 
tary Medicine,  Psychiatric  Aspects,  Dressing  and  Trans- 
portation of  the  Wounded,  X-ray  Examinations  of  the 
Chest,  Chemotherapy  of  Acute  Infections,  Shock  and 
Burns,  Minor  War  Injuries,  Disorders  of  the  Foot,  and 
Gastro-intestinal  Problems  in  Military  Medicine. 

The  December  number  of  Medical  Clinics  of  North 
America  will  contain  a Symposium  on  Military  Surgery, 
headed  by  the  Surgeon  General  of  the  United  States  Army. 


Treatment  of  the  Patient  Past  Fifty.  By  Ernest  P. 
Boas,  M.D.,  pp.  324,  with  19  illustrations.  Cloth, 
$4.00.  The  Year  Book  Publishers,  Inc.,  304  South 
Dearborn  Street,  Chicago,  1941. 

I )r.  Boas  has  written  an  interesting  treatise  on  a difficult 
subject.  The  fact  is  that  there  are  few  diseases  peculiar 
to  advanced  age  hut  only  the  steady  physical  and  pathetic 
mental  decline  which  Ponce  de  Leon,  Cagliostro  and  all 
the  alchemists  have  sought  vainly  to  overcome.  There  is 
no  age  limit  to  productive  life  but  when  usefulness  has 
ceased  deterioration  is  rapid.  Unused  machinery  rusts  and 
decays.  When  the  aged  become  too  tired  to  bathe  they 
begin  to  smell ; when  the  old  man  becomes  too  weary  to 
stand  erect  his  "back  becomes  bowed  with  a gentle  kypho- 
sis,” he  may  develop  the  propulsive  gait. 

The  problems  of  suicide  and  of  euthanasia  are  not 
peculiar  to  advanced  age.  “Another  is  tormented  with 
severe  physical  suffering  to  which  there  seems  to  be  no 
end.  Another  is  waiting  execution  in  the  electric  chair, 
develops  appendicitis  and  needs  an  emergency  operation  to 
make  him  whole  again  that  he  may  be  killed.  Another  is 
a brute  or  a criminal.  Then  there  are  the  hordes  of  con- 
genital imbeciles,  of  the  hopelessly  insane,  who  have  be- 
come institutional  wards  of  society.”  The  physician  can 
have  no  part  in  euthanasia;  his  mission  is  to  save  life. 
But  sometimes  we  must  choose ; will  we  sacrifice  the 
younger  generations  to  provide  sustenance  for  life  useless 
to  itself  and  to  society.  The  physician  can  now  decide  that 
the  purpose  of  science  in  medicine  is  not  to  prolong  human 
suffering  nor  to  extend  the  period  of  useless  life. 

This  book  is  of  the  greatest  interest  to  the  general  practi- 
tioner, whose  day  is  increasingly  occupied  with  “The 
Patient  Past  Fifty.” 


Immunology.  By  NToble  Pierce  Sherwood,  Ph.D.,  M.D., 
F.A.C.P.  Second  edition,  pp.  639,  with  27  illustra- 
tions in  the  text  and  7 color  plates.  Cloth,  $6.50, 
The  C.  V.  Mosby  Company,  St.  Louis,  1941. 

Beginning  with  a simple  definition  of  infection,  Dr. 
Sherwood  leads  the  student  step  by  step  through  the  com- 
plexities of  the  entire  subject  of  immunity.  In  the  preface 
to  his  first  edition  he  gave  an  idea  of  the  scope  of  the  sub- 
ject:— to  correlate  some  of  the  teachings  of  physiology, 
pharmacology,  organic,  biologic  and  physical  chemistry 
as  well  as  anatomy,  pathology  and  general  biology  and 
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apply  these  teachings  to  the  elucidation  of  the  mysteries 
surrounding  infection,  resistance,  and  diagnostic  pro- 
cedures. In  the  second  edition  Dr.  Sherwood  has  re- 
arranged the  chapters  and  some  of  their  contents.  Two 
new  chapters  have  been  added,  one  on  the  reticulo- 
endothelial system  and  the  other  on  serum  reaction?.  The 
arrangement  of  the  work  is  such  that  the  student  gradually 
becomes  accustomed  to  the  intricate  nomenclature  of  ad- 
vanced bacteriology  and  can  read  with  minimum  loss  of 
time  for  referring  to  the  dictionary. 


Diseases  of  Women.  By  Harry  Sturgeon  Crossen,  M.D., 
F.A.C.S.  and  Robert  James  Crossen,  A.B.,  M.D. 
Ninth  edition,  entirely  revised  and  reset,  pp.  948, 
with  1127  illustrations,  many  in  color.  Cloth,  $12.50, 
The  C.  V.  Mosby  Company,  St.  Louis,  1941. 

In  the  preface  to  the  ninth  edition  of  this  standard  work, 
the  authors  state,  “The  signal  advance  in  recent  years  in 
gynecological  diseases  and  treatment  has  come  largely 
through  intensive  study  of  physiology.  The  areas  where 
obvious  anatomy  disappears  into  the  invisible  processes  of 
function  constitute  the  frontiers  of  knowledge,  where 
pioneers  delve  and  struggle  and  gradually  advance  into  the 
unknown.  Here,  the  blood  with  its  many  activities,  the 
nerves  with  their  sympathetic  and  parasympathetic  im- 
pulses, the  muscle  cells  which  change  food  into  power,  and 
the  hormones  and  vitamins  with  their  chemical  and  physical 
and  vital  functions,  all  work  together  to  bring  about  those 
wonderful  transformations,  concerning  which  we  have 
learned  so  much  and  yet,  on  the  whole,  know  so  little." 

Simplicity  of  language  and  directness  in  statement  make 
this  work  ideal  for  the  student.  It  is  a complete  work  of 
reference  for  the  gynecologist.  With  its  companion 
“Operative  Gynecology",  it  keeps  not  only  up  to  date  but 
years  ahead  of  its  time. 


Infant  Nutrition.  By  Williams  McKim  Marriott,  B.S., 
M.D.,  revised  by  P.  C.  Jeans,  A.B.,  M.D.  Third  edi- 
tion, pp.  475,  with  31  illustrations,  Cloth,  $5.50.  The 
C.  V.  Mosby  Company,  St.  Louis,  1941. 

The  important  contribution  of  Marriott  to  infant  nutri- 
tion consisted  in  the  replacement  of  empiricisms  with  sci- 
entific fundamentals  and  the  establishment  of  the  entire 
subject  on  a simpler,  more  logical  and  more  common-sense 
basis.  After  discussion  of  the  chemcial  and  physiological 
requirements  of  the  infant,  Marriott  has  an  important 
chapter  on  breast  feeding,  followed  by  a discussion  of  arti- 
ficial feeding  for  those  cases  where  the  infant  is  deprived 
of  breast  milk.  For  the  nature  and  composition  of  various 
proprietary  infant  foods,  he  refers  to  the  American  Medi- 
cal Association  publication,  “Accepted  Foods  and  Their 
Nutritional  Significance.”  Later  chapters  treat  of  mal- 
nutrition, diarrhoea,  bacillary  dysentery,  vomiting,  and  the 
other  diseases  of  infants  which  are  due  to  faults  in  nutri- 
tion. Separate  chapters  on  therapeutic  procedures  and  on 
medication  are  included.  The  need  for  a third  edition 
indicates  the  practical  value  of  this  work. 


Schizophrenia  in  Childhood.  By  Charles  Bradley,  M.D. 
pp.  152,  Cloth,  $2.50,  The  MacMillan  Company, 
New  York,  1941. 

This  book  of  152  pages  presents  a painstaking  study  of 
one  of  the  particularly  difficult  subjects  of  psychiatry. 
The  author,  now  at  the  head  of  an  uncommon  type  of 
hospital,  a hospital  for  nervous  and  mental  diseases  of 
children,  has  an  unusual  opportunity,  of  which  he  has 
made  use. 

He  has  studied  and  has  tried  to  clarify  a complex  and 
voluminous  literature,  which  often  presents  conflicting 
views,  and  then  make  the  whole  understandable.  While 
not  the  easiest  reading,  his  work  is  accurate  and  concise, 
and  he  has  done  it  well.  The  history  of  the  subject,  symp- 
tomatology, causes,  types,  pathology,  diagnosis,  pro- 
phylaxis, treatment  and  prognosis,  are  all  considered  as 
concisely  and  accurately  as  possible.  Special  care  has 
been  given  to  a full  bibliography  of  exceeding  value.  Per- 
sonally studied  and  carefully  selected  case  histories  are 
presented  to  illustrate  the  subject. 

While  it  is  a small  volume,  it  represents  a great  amount 
of  critical  work.  It  is  to  be  desired  that  this  monograph  act 
as  a nucleus  to  a fuller  presentation  as  material  developed. 

Niles  Wf.stcott,  M.D. 


The  March  of  Medicine,  New  York  Academy  of  Medi- 
cine Lectures  to  the  Laity,  No.  6,  pp.  154,  Cloth, 
$2.00,  Columbia  University  Press,  Morningside 
Heights,  New  York,  1941. 

This  is  the  third  volume  to  bear  the  same  title  in  the 
series  of  New  York  Academy  of  Medicine  Lectures  to  the 
Laity.  The  previous  lectures  were  published  in  1939  and 
1940.  The  lectures  in  the  present  volume  are  “Humanism 
and  Science”  by  Alan  Gregg,  M.D.,  “Paracelsus  in  the 
Light  of  Four  Hundred  Years"  by  Henry  E.  Sigarist, 
M.D.,  “Psychiatry  and  the  Normal  Life"  by  William 
Healy,  M.D.,  “Philosophy  as  Therapy”  by  Irwin  Edman, 
Ph.D.,  "The  Promise  of  Endocrinology"  by  Oscar  Riddle, 
Ph.D.,  “What  We  Do  Know  about  Cancer”  by  Francis 
Carter  Wood,  M.D.  There  is  a Foreword  by  Malcolm 
Goodridge,  M.D.  and  an  Introduction  by  Haven  Emerson, 
M.D. 


Sulfanilamide  and  Related  Compounds  in  General 
Practice.  By  Wesley  W.  Spink,  M.D.  pp.  256,  with 
many  charts  and  an  exhaustive  bibliography.  The 
Year  Book  Publishers,  Inc.,  Chicago,  1941. 

This  book  portrays  the  present  status  of  sulfonamide 
therapy,  especially  from  the  point  of  view  of  clinical  appli- 
cation. The  material  for  the  presentation  has  been  ob- 
tained from  personal  observation  of  over  a thousand 
patients  at  the  University  of  Minnesota  Hospital  and  from 
a review  of  the  literature.  The  bibliography  cites  more 
than  400  references.  Indications  for  the  use  of  these  drugs, 
methods  of  administration,  and  precautions  to  be  taken  in 
their  use  are  some  of  the  topics  covered.  Controversial 
subjects  are  handled  by  publication  of  the  controversial 
data  from  which  the  reader  is  permitted  to  draw  his  own 
conclusions. 
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Arthritis  in  Modern  Practice,  The  Diagnosis  and 
Treatment  of  Rheumatic  and  Allied  Condi- 
tions. By  Otto  Steinbrocker,  B.S.,  M.D.  With 
Chapters  on  Painful  Feet.  Posture  and  Exercise, 
Splints  and  Supports,  Manipulative  Treatment,  and 
Operations  and  Surgical  Procedures.  By  Johri  G. 
Kuhns,  A.B.,  M.D.,  F.A.C.S.  pp  606,  with  321 
illustrations  mostly  from  original  photographs, 
Cloth,  $8.00,  W.  B.  Saunders  Company,  Philadel- 
phia and  London,  1941. 

While  rheumatic  disease  is  not  often  fatal  it  is  the 
most  prevalent  form  of  chronic  illness.  Five  per  cent  of 
our  population  suffer  from  some  form  of  rheumatic  disease. 
Among  policy  holders  of  the  Metropolitan  Life  Insurance 
Co.,  the  annual  loss  of  wages  due  to  rheumatism  has  been 
estimated  at  $200,000,000,  not  including  medical  care,  drugs, 
hospitalization  or  nursing.  Arthritis  is  a subject  of  prime 
interest  to  the  medical  practitioner. 

This  book  covers  etiology,  diagnosis  and  treatment  of 
the  varied  forms  of  arthritis  ; atrophic,  hypertrophic,  spon- 
dylitis, fibrositis,  rheumatic  fever,  gout,  traumatic  joint 
disorders,  painful  shoulder,  backache,  sciatica,  and  the 
many  others.  It  is  a practical  guide  to  the  diagnosis  and 
treatment  of  these  disorders,  which  form  so  large  part  of 
medical  practice  in  clinic  and  office. 

Dr.  John  G.  Kuhns,  who  won  the  1936  Fiske  Fund  Prize 
Award  for  his  essay  on  “Low  Back  Pain,”  contributes 
chapters  to  this  book  on  Painful  Feet,  Posture  and  Exer- 
cises, Splints  and  Supports,  Manipulative  Treatment,  and 
Operations  and  Surgical  Procedures. 

A glossary  of  signs,  syndromes  and  other  data  related 
to  rheumatic  disorders  is  found  at  the  back  of  the  book. 
An  extensive  bibliography  is  broken  down  into  the  refer- 
ences at  the  end  of  each  chapter. 


Diabetes  among  Jews.  Fourteenth  Anniversary  Issue 
of  the  Hebrew  Medical  Journal.  Edited  by  Moses 
Einhorn,  M.D.  The  Hebrew  Medical  Journal,  983 
Park  Avenue,  New  York  City. 

This  volume  presents  a symposium  on  “Diabetes  Among 
Jews.”  Participants  include  Drs.  Joslin,  Morrison,  F.  F. 
Allen,  A.  Rudy,  A.  J.  Rongy,  C.  R.  Bolduan,  A.  A.  Ep- 
stein, and  others.  Drs.  Bolduan  and  Morrison  find  that 
diabetes  in  75%  more  common  among  Jews  than  among 
non-Jews,  that  four  out  of  every  hundred  Jews  over  forty 
years  of  age  have  the  disease,  that  six  out  of  every  hundred 
Jewish  women  over  forty  years  of  age  have  it.  Dr. 
Bolduan  holds  that  the  total  number  of  diabetics  in  New 
York  City  is  100,000,  and  conservatively  estimates  that 
about  600,000  people  suffer  from  it  in  the  United  States. 

These  statistics  have  made  diabetes  an  important  health 
problem,  and  in  their  articles,  Drs.  E.  Joslin,  F.  Allen, 
A.  Rudy,  and  G.  Ginsburg,  discuss  in  detail  the  etiological 
factors  of  the  disease.  They  all  agree  that,  first,  heredity 
accounts  largely  for  the  racial  susceptibility  of  the  Jews; 
then  intermarriage  between  diabetics  results  in  inbreeding 
of  the  disease ; also,  the  special  characteristics  of  the 
Jewish  diet,  which  is  rich  in  starch  and  carbohydrates 
(bread,  butter,  potatoes,  cream  and  pastry).  Additional 
factors  are  the  frequency  of  obesity,  which  is  a forerunner 
of  diabetes,  the  tendency  to  be  nervous  and  sensitive,  and 
lack  of  exercise  due  to  sedentary  occupations. 


Others  taking  part  in  the  symposium  are  Drs.  Albert 
Epstein,  who  contributes  an  article  on  surgery  and  diabetes, 
while  A.  J.  Rongy  and  A.  D.  Seley  write  on  pregnancy 
and  diabetes,  B.  Jablons  presents  a study  on  peripheral 
vascular  disease  in  diabetes,  and  A.  Rest  discusses  tubercu- 
losis in  the  Jewish  diabetic. 


Infantile  Paralysis,  Anterior  Poliomyelitis.  By 
Philip  Lewin,  M.D.,  F.A.C.S.,  pp.  373,  with  165 
original  illustrations  and  a complete  bibliography. 
Cloth,  $6.00,  W.  B.  Saunders  Company,  Philadelphia 
and  London,  1941. 

In  this  comprehensive  work  on  Infantile  Paralysis,  Dr. 
Lewin  stresses  the  importance  of  early  diagnosis  and  indi- 
cates the  procedure  to  be  followed  in  those  cases  where 
the  diagnosis  early  in  the  illness  is  in  doubt.  He  indicates 
the  measures  to  be  taken  for  prevention  and  control  of  the 
disease  when  epidemic,  with  instructions  for  the  mother 
who  must  protect  her  children  from  infection.  Treatment 
of  infantile  paralysis  is  covered  exhaustively  ; the  measures 
for  saving  life,  the  relief  of  pain,  prevention  of  deformi- 
ties, nursing  care,  mental  rehabilitation.  The  book  is 
recommended  to  the  pediatrician,  neurologist  and  ortho- 
pedist, and  to  the  family  physician. 


Microbes  which  Help  or  Destroy  Us.  By  Paul  W. 
Allen,  Ph.D.,  D.  Frank  Holtman,  Ph.D.,  and  Louise 
Allan  McBee,  M.S.  pp.  540,  with  102  text  illustra- 
tions and  13  color  plates.  Cloth,  $3.50.  The  C.  V. 
Mosby  Company,  St.  Louis,  1941. 

A treatise  on  bacteriology  prepared  by  members  of  the 
Department  of  Bacteriology  in  the  University  of  Tennes- 
see. The  historical  basis  of  bacteriology  provides  an 
abundance  of  material  which  is  of  great  interest  to  the  lay 
reader  as  well  as  to  the  scientist.  This  material  is  well 
utilized  in  the  present  work.  Beginning  with  the  Age 
of  Superstition  and  the  Age  of  Science,  the  influence  of 
microbes  on  human  life  is  traced  up  to  the  present.  The 
book  aims  to  give  a knowledge  of  the  effect  of  microbes 
in  health,  in  disease  and  in  every  day  life.  It  provides  an 
interesting  study  for  the  lay  reader  with  a scientific  turn 
of  mind. 


The  Art  and  Science  of  Nutrition.  By  Estelle  E. 
Hawley,  Ph.D.  and  Grace  Carden,  B.S.  pp.  619, 
with  140  illustrations  including  12  in  color.  Cloth, 
$3.50.  The  C.  V.  Mosby  Company,  St.  Louis,  1941. 

I especially  like  the  excellent  illustrations  in  "Hawley 
and  Garden.”  Students  learn  and  remember  better  if  the 
special  condition  being  studied  can  be  pictured  in  their 
minds.  The  pages  on  "Table  Manners”  might  well  be 
stressed.  Other  food  texts  including  this  are  few.  His- 
torical development  is  more  detailed  than  most  books  and 
is  therefore,  of  more  interest. 

On  the  whole,  book  is  thorough  and  derailed  ; might  well 
be  used  either  as  a textbook  or  as  reference.  Due  to  being 
quite  technical  in  some  sections  it  might  be  used  as  refer- 
ence, although  I do  not  see  any  reason  why  students  should 
not  be  taught  to  interpret  that  technicality. 

Elizabeth  Agnew, 
Dietitian  at  Rhode  Island  Hospital 


No  Lack 
in  Biolac! 


WITH  THE  sole  exception  of  vitamin  C.  Biolac  pro- 
vides completely  for  the  formula  needs  of  normal 
infants  throughout  the  entire  bottle  period.  From  the 
time  when  infants  consume  a full  quart  of  formula  per 
day,  here’s  how  certain  essential  food  factors  supplied 
by  Biolac  feedings  compare  with  the  minimal  nutri- 
tional requirements  recognized  by  the  U.  S.  Food  and 
Drug  Administration. 


MINIMAL 

REQUIREMENTS 


BIOLAC 

FEEDINGS 


PROTEIN  (gms./lb.  body  weight)  . 

1.4  to  1.8  . 

. . 2.2 1 

CALCIUM  (gins. /day) 

IRON  (mgms./lOO  calories) 

0.75  . 

. . 1.25 

VITAMIN  A (U.S.P.  Units/day)  . . . 

. 1500.  . 

. . 2500. 

VITAMIN  Bi  (U.S.P.  Units/day)  . . . 

. 83.  . 

. . 85. 

VITAMIN  B2  (mgms./day) 

0.5  . 

. . 2. 

VITAMIN  D (U.S.P.  Units/100  calories) 

. 50. 

. . 63. 

*'I'he  Food  & Drug  Administration  has  not  promulgated  minimum  require- 
ments for  protein  and  calcium  in  infancy.  The  values  shown  are  those 
recommended  by  the  National  Nutrition  Conference. 

fWhen  Biolac  formulas  are  fed  in  the  amount  of  2V2  fl.  oz./lb.  body  weight. 

Biolac  is  prepared  from  whole  milk,  skim  milk,  lactose,  vitamin  Bi,  concentrate  of  vita- 
mins A and  D from  cod  liver  oil,  and  ferric  citrate.  Evaporated,  homogenized,  sterilized. 


XcMf  BIOLAC 


A BORDEN  PRESCRIPTION  PRODUCT 
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^ew  Sngland  Sanitarium 

and  Hospital  Melrose,  Mass. 


• Located  on  the  shores  of  pictur- 
esque Spot  Pond  in  the  midst  of 
4.500  acre  State  Park,  only  eight 
miles  from  Boston.  One  hundred 
and  forty  pleasant.  home-like 
rooms.  Eight  resident  physicians 
and  more  than  one  hundred  trained 
nurses,  experienced  dietitians  and 
technicians. 


• Modern  scientific  equipment  for 
treatment  and  diagnosis.  Hydro- 
therapy. Electrotherapy.  X-ray. 
Occupational  Therapy,  Electro- 
cardiograph. Laboratory  and  Gym- 
nasiums. Special  attention  to  diet. 

• No  mental,  tubercular  or  con- 
tagious cases  received.  Physicians 
invited  to  visit  the  institution. 


For  care  and  treatment  of 
Medical  • Surgical  • Maternity  Cases 


For  information  and  booklet. 

Address:  W.  A.  RUBLE.  M.D.. 
Medical  Director 


effective,  Convenient 
and  Cconomicai 


THE  effectiveness  of  Mercurochrome  has  been 
demonstrated  by  twenty  years’  extensive  clinical  use. 

For  the  convenience  of  physicians  Mercurochrome 
is  supplied  in  four  forms — Aqueous  Solution  for 
the  treatment  of  wounds,  Surgical  Solution  for 
preoperative  skin  disinfection,  Tablets  and  Powder 
from  which  solutions  of  any  desired  concentration 
may  readily  be  prepared. 


JrL  Mi3k 

(dibrom-oxymercuri- fluorescein-sodium) 

is  economical  because  solutions  may  be  dispensed 
at  low  cost.  Stock  solutions  keep  indefinitely. 


MEDICAL 

ASSN 


Mercurochrome  is  accepted  by  the 
Council  on  Pharmacy  and  Chemistry  of 
the  American  Medical  Association. 


Literature  furnished  on  request 

HYNSON,  WESTCOTT  & DUNNING,  INC. 

BALTIMORE,  MARYLAND 


YOU'RE  THE  DOCTOR 
We're  the  Nursing  Home! 
• 

The  Dorcus  Convalescent  Home 

is  now  the 

NILES  NURSING  HOME 

and  is  under  the  management  of  Mrs. 
Edith  C.  Niles  who  is  a niece  of  the  Misses 
Dorcus  and  a graduate  of  Roosevelt 
Hospital. 

^ Efficient,  Experienced,  Friendly 
Management 

► Hospital  Cleanliness 

^ Excellent  Food,  supervised  by  Dietitian 

► 24  Hour  Service 

► Flexible,  Reasonable  Rates 

NILES  NURSING  HOME 

INCORPORATED 

32  Blackstone  Boulevard,  Providence 
PL  4178  — PL  3485 


ANESTHETIC  GASES 

(Medical) 

Nitrous  Oxid 

Oxygen 

Carbon  Dioxid 

Carbon  Dioxid  - Oxygen 

Helium  - Oxygen 

Cyclopropane 

Complete  Apparatus 
lor  Administration 


SMITH-HOLDE  "KT 
COMPANY 

DExter  0742 
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KOROMEX  DIAPHRAGM 


KOROMEX 

TRIP-RELEASE  INTRODUCER 


TIP  TURNS 
ON  SWIVEL 


Holla 


Rantos 

t unc. 


New  York,  N.Y. 


5 51  Fifth  Ave  n u e 
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86c  out  of  each  $1.00  gross  income 
used  for  members  benefit 

PHYSICIANS  CASUALTY  ASSOCIATION 
PHYSICIANS  HEALTH  ASSOCIATION 

HOSPITAL  ACCIDENT 

SICKNESS  Insurance 


For  Ethical  Practitioners  Exclusively 

(56,000  POLICIES  IN  FORCE) 


LIBERAL  HOSPITAL  EXPENSE 
COVERAGE 

For 

$10.00 

per  year 

$5,000.00  accidental  death 

$25.00  weekly  indemnity,  accident  and  sickness 

For 

$32.00 

per  year 

$10,000.00  accidental  death 

S50.00  weekly  indemnity,  accident  and  sickness 

For 

$64.00 

per  year 

$15,000.00  accidental  death 

$75.00  weekly  indemnity,  accident  and  sickness 

For 

$96.00 

per  year 

39  years  under  the  same  management 

$2,000,000.00  INVESTED 

ASSETS 

$10,000,000.00  PAID  FOR 

CLAIMS 

$200,000  deposited  with  State  of  Nebraska 
for  protection  of  our  members 

Disability  need  not  be  incurred  in  line  of  duty  — 
benefits  from  the  beginning  day  of  disability 

Send  for  applications,  Doctor,  to 

400  First  National  Bank  Building,  • Omaha,  Nebr. 


RHODE  ISLAND  MEDICAL  JOURNAL 

Owned  by  the  Rhode  Island  Medical  Society  and 
published  monthly  under  the  direction  of  the  Publi- 
cation Committee. 

Set  up  and  printed  by  the  Roger  Williams  Press, 
E.  A.  Johnson  Company,  71  Peck  Street,  Providence. 

Prints  the  Transactions  of  the  Rhode  Island  Med- 
ical Society,  the  constituent  District  Societies,  and 
papers  contributed  by  the  members  of  these  societies. 

Subscription 

Per  Year  $2.00.  Single  copies  25  cents. 


Advertising  Rates 


1 Page 

V2  Page 

V\  Page 

Vk  Page 

1 mo. 

$ 25 

$ 15 

$ 11 

$ 8 

3 mo. 

66 

39 

27 

21 

6 mo. 

108 

66 

42 

30 

12  mo. 

180 

108 

72 

48 

Professional  cards  12  mo.  $10 

Address  all  communications  to  the  Rhode  Island 
Medical  Library,  106  Francis  Street,  Providence,  R.  I. 


PETROGALAR 

A change  in  the  spelling  of  the  name  “Petro- 
lagar"  to  “Petrogalar"  has  been  announced  by  the 
Petrolagar  Laboratories.  The  change  is  being  made 
in  both  the  product  name  and  corporate  name. 

Company  officials,  while  pointing  out  that  the 
adoption  of  the  new  spelling  does  not  affect  the 
formula  or  quality  of  the  product  in  any  way,  said 
that  they  considered  the  change  advisable  to  avoid 
any  possible  misconception  as  to  the  nature  of  the 
product. 

“Because  it  has  never  been  the  intention  of  the 
company  to  imply  that  agar-agar  was  used  for  any 
other  purpose  than  as  an  emulsifying  agent,  the 
last  syllable  of  the  former  name  has  been  altered  in 
favor  of  the  new  spelling,”  official  said. 

Officials  emphasized  that  no  change  has  been 
made  in  the  size  of  the  package,  price,  or  formulae 
and  that  each  of  the  five  different  types  of  the 
product  will  carry  the  new  spelling  “Petrogalar". 
The  new  corporate  name  is : Petrogalar  Labora- 
tories, Inc.,  and  the  address  remains,  8134  McCor- 
mick Boulevard.  Chicago,  Illinois. 


w 


Many  physicians  are  becoming  increas- 
ingly aware  of  the  value  of  DR.  LOCKE 
SHOES  in  their  practice.  They  are  finding 
them  most  HELPFU L in  aiding  the  reduc- 
tion of  pain  and  swelling  due  to  functional 
decompensation  of  foot  structure. 

Our  staff  understand  your  problem  and 
will  work  with  you. 

mmsoM 

11  ^rfixrt  Cat. 

SECOND  FLOOR,  W00LW0RTH  BLDG. 
CAS  P E E 8 7 2 8 
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THE  SLOWER-BURNING 
CIGARETTE  MEANS  LESS 
NICOTINE  IN  THE  SMOKE! 


MOST  physicians  concede  that  the  leading  constituent  of  cigarette  smoke 
from  a physiologic  standpoint  is  nicotine. 

Medical— research  authorities*  find  that  the  slower-burning  cigarette  pro- 
duces less  nicotine  in  the  smoke.  Camel’s  scientific  tests**  show  that  Camels 
burn  slower  and  that  the  smoke  of  Camels  contains  less  nicotine  than  the  average 
of  the  other  brands  tested. 

When  suggesting  a program  to  improve  a patient's  smoking  hygiene,  you  may 
find  it  of  value  to  recommend  Camel,  the  slower-burning  cigarette. 

Camel  offers  a double  advantage:  Besides  the  reduction  of  nicotine  intake 
(and  all  that  this  implies  in  the  lessening  of  physiologic  irritation),  Camel  gives 
more  assurance  of  your  patients’  cooperation.  Camel’s  slower-burning,  costlier 
tobaccos  maintain  the  essential  “ pleasure  factor ” in  smoking. 

*J.A.M.A.,  93:1110,  October  12,  1929 
Bruckner,  Die  Biochemie  des  Tabaks,  1936 
**The  Military  Surgeon,  Vol.  89,  No.  1,  p.  7,  July,  1941 

A RECENT  ARTICLE  by  a well-known  physician  in  a national  medical  journal 
presents  new  and  important  information  on  the  subject  of  cigarette  smoke  and 
the  burning  rate  of  cigarettes.  A comprehensive  bibliography  is  included.  Let 
us  send  you  a reprint  of  this  article  for  your  own  inspection.  Write  to  Camel 
Cigarettes,  Medical  Relations  Division,  1 Pershing  Square,  New  \ork  City. 

CAMEL 

THE  CIGARETTE  OF  COSTLIER  TOBACCOS 
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PHYSICIANS  DIRECTORY 


Eye,  Ear,  Nose  and  Throat 

FRANCIS  L.  BURNS,  M.D. 

Ear,  Nose  and  Throat 

Office  Hours  — 1:00-5:00  P.  M. 
and  by  appointment 

382  Broad.  Street  Providence 

FRANK  W.  DIMMITT,  M.D. 

Eye,  Ear,  Nose  and  Throat 
78  Waterman  Street  Providence,  R.  I. 

Hours:  By  appointment 


JOS.  L.  DOWLING,  M.D. 

Practice  limited  to 
Diseases  of  the  Eye 

57  Jackson  Street  Providence,  R.  I. 

1-4  and  by  appointment 


RAYMOND  F.  HACKING,  M.D. 
Practice  limited  to  diseases  of  the  eye 
105  Waterman  Street  Providence,  R.  I. 


GORDON  J.  McCURDY,  M.D. 

Ear,  Nose  and  Throat 
Bronchoscopy  and  Esophagoscopy 
Hours,  by  appointment 
Phone  DExter  5550 

198  Angell  Street  Providence,  R.  I. 


BENJAMIN  FRANKLIN  TEFFT,  M.D. 
Ear,  Nose  and  Throat 

185  Washington  Street  West  Warwick,  R.  I. 
Hours  by  appointment  Phone  Valley  229-R 


HERMAN  A.  WINKLER,  M.D. 

Ear,  Nose  and  Throat 
224  Thayer  Street,  Providence  R.  I. 
Hours  by  appointment  Call  GAspee  4010 


Cardiology 

CLIFTON  BRIGGS  LEECH,  M.D. 
Practice  limited  to 

Diseases  of  the  Heart  and  Circulatory  System 
Hours  by  appointment 
Phone  GAspee  5171 
Residence,  Warren  1191 
82  Waterman  Street  Providence,  R.  I. 

Dermatology 

WILLIAM  B.  COHEN,  M.D. 

Practice  limited  to 
Dermatology  and  Syphilology 
Hours  2-4  and  by  appointment 
105  Waterman  Street  Providence,  R.  I. 


VINCENT  J.  RYAN,  M.D. 

Practice  limited  to 
Dermatology  and  Syphilology 
Hours  by  appointment  Call  GA  4313 

198  Angell  Street,  Providence,  R.  I. 


CARL  D.  SAWYER,  M.D. 

Practice  limited  to 
Dermatology  and  Syphilology 
Hours  by  appointment 

182  Waterman  Street  Providence,  R.  I. 

MALCOLM  WINKLER,  M.D. 

Practice  limited  to 
Dermatology  and  Syphilology 
Hours  by  appointment  Call  DExter  0105 

105  Waterman  Street,  Providence,  R.  I. 

Genito-Urinary 

VINCENT  J.  ODDO,  M.D. 

Practice  limited  to 
Urology  and  Urological  Surgery 
Hours:  2-4  and  7-8  and 
by  appointment 

322  Broadway  Providence,  R.  I. 

X-Ray 

JACOB  S.  KELLEY,  M.D. 

Practice  limited  to  all  branches  of 
Roentgenology 

Special  attention  given  to  bedside  work 
153  Smith  Street  Providence,  R.  I. 

Hours:  10  to  4 and  by  appointment 


ENROLMENT  FORM  FOR  PROCUREMENT  AND 
ASSIGNMENT  SERVICE  FOR  PHYSICIANS 


Dr.  Sam  I7.  Seeley,  Executive  Officer 
Procurement  and  Assignment  Sendee 
New  Social  Security  Building 
4th  and  C Streets  S.IV. 

Washington,  D.  C. 

Dear  Doctor  Seeley: 

Please  enroll  my  name  as  a physician  ready  to  give  sendee  in  the  Army  or  Navy  of  the  United 
States  when  needed  in  the  current  emergency.  I zvill  apply  to  the  Corps  Area  Commander  in  my  area 
zvhen  notified  by  your  office  of  the  desirabilty  of  such  application. 


Signed 


1.  Give  your  name  in  full,  including  your  full  middle  name: 

2.  The  date  of  your  birth: 

2.  The  place  of  your  birth: 

4.  Are  you  married  or  single ? 

5.  Have  you  any  children?  If  so,  how  many? 

6.  Do  you  beliez’e  yourself  to  be  physically  fit  and  able  to  meet  the  physical  standards  for  Army 
and  Navy  Medical  Corps ? 

7 . Have  you  filled  out  previously  the  questionnaire  sent  to  all  physicians  by  the  American  Medical 
Association? 

8.  When  and  where  were  you  graduated  in  medicine? 

9.  In  what  state  arc  you  licensed  to  practice? 

10.  Do  you  nozv  hold  any  position  which  might  be  considered  essential  to  the  maintenance  of  the 
civilian  medical  needs  of  your  community?  If  so,  state  these  appointments : 

11.  Have  you  previously  applied  for  entry  into  the  Army  or  Navy  Medical  Service?  If  so,  state 
zvhen,  where  and  with  what  result  ( if  rejected,  state  zvhy)., 


Signature 


Date 


Address 
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MEDICAL  OFFICES  FOR  RENT 


Medical  Building,  Providence,  R.  I. 
105  Waterman  St.  — 3-room  suite 
203  Thayer  St.  — 2 rooms 

George  Paul  Slade  GAspee  7730 


Dentist 

ERNEST  S.  CALDER,  D.M.D. 

Dental  Surgery 

'Phone  Gaspee  7087  801  Union  Trust  Bldg. 


Massage 

MISS  RACHEL  LEE  FITZGERALD 

Swedish  Massage 
Corrective  Exercises 

Telephone:  Warren  1015 

Massasoit  Ave.  Barrington,  R.  I. 

Druggist 

J.  E.  BRENNAN  & COMPANY 
Leo  C.  Clark,  Prop. 

APOTHECARIES 

5 North  Union  Street  Pawtucket,  R.  I. 

Sheldon  Building 

5 Registered  Pharmacists 


“We  guarantee  our  appliances  to  fit’’ 

Abdominal  Belts  Trusses,  Corsets 

Sacro  Iliac  Belts  Elastic  Stocking's 

Spinal  Braces  Wheel  Chairs 

Hospital  Beds,  Arch  Supports  Etc. 

Male  and  Female  Attendants 
Phone  Dexter  8980 

H.  MAWBY  CO.,  INC. 

Makers  of  Surgical  Appliances 

63  Washington  St.  Providence,  R.  I. 
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Foreighty-two  years  John  Wyeth  and  Brother  have  been  manufacturing  quality  pharmaceuticals.  During  this 
period  the  integrity  of  the  physician’s  prescription  has  been  maintained  by  a policy  of  strict  ethical  promo- 
tion. Wyeth  products  are  not  known  to  the  laity.  Emphasis  is  placed  on  research  and  production  control  so 
that  standardized  potency  and  therapeutic  effect  are  always  obtained  when  the  physician  writes,,Wyeth’s." 

The  name  Wyeth's  is  Reg.  U.  S.  Pat.  Off. 
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In  the  past  a frequent  complaint 
from  mothers  was  the  expense  in- 
curred when  the  large  bottle  of  an- 
tiricketic  was  accidentally  upset. 


can't  Afull  MEAD’S 

OLEUM  PERCOMORPHUM 


Even  if  the  bottle  of  Mead’s  Oleum  Percomorphum  is  accidentally  tipped  over,  there  is  no  loss 
of  precious  oil  nor  damage  to  clothing  and  furnishings.  The  unique  Mead’s  Vacap-Dropper* 
is  a tight  seal  which  remains  attached  to  the  bottle,  even  while  the  antiricketic  is  being 
measured  out.  Mead’s  Vacap-Dropper  offers  these  extra  advantages  also,  at  no  increase  in  price: 


Unbreakable 


Accurate 


How  to  Use 


Mead’s  Vacap-Dropper  will  not  break 
even  when  bottle  is  tipped  over  or 
dropped.  No  glass  dropper  to  become 
rough  or  serrated. 

No  “messiness’9 

Mead’s  Vacap-Dropper  protects 
against  dust  and  rancidity.  (Rancidity 
reduces  vitamin  potency.)  Surface  of 
oil  need  never  be  exposed  to  light 
and  dust.  This  dropper  cannot  roll 
about  and  collect  bacteria. 


This  unique  device,  after  the  patient 
becomes  accustomed  to  using  it, 
delivers  drops  of  uniform  size. 

No  deterioration 

Made  of  bakelite,  Mead’s  Vacap- 
Dropper  is  impervious  to  oil.  No 
chance  of  oil  rising  into  rubber  bulb, 
as  with  ordinary  droppers,  and  deter- 
iorating both  oil  and  rubber.  No 
glass  or  bulb  to  become  separated 
while  in  use. 


* Supplied,  only  on  the  30  c.c.  size,  the  10  c.c.  size  is  still  supplied  with  the  ordinary  type  of  dropper. 

MEAD’S  OLEUM  PERCOMORPHUM 

More  Economical  Now  Than  Ever 


MEAD  JOHNSON  & COMPANY,  EVANSVILLE,  INDIANA,  U.S.A. 


MEAD’S 

Vacap-Dropper 

Remove  both  top  and  side  caps. 
Wipe  dropper  tip.  Place  fore- 
finger firmly  over  top  opening 
and  regulate  rate  of  flow  by 
varying  the  degree  of  pressure. 
Oleum  Percomorphum  is  best 
measured  into  the  child’s 
tomato  juice.  This  is  just  as 
convenient  and  much  safer 
than  dropping  the  oil  directly 
into  the  baby’s  mouth,  a prac- 
tice which  may  provoke  a 
coughing 


Please  enclose  professional  card  when  requesting  samples  of  Mead  Johnson  products  to  co-operate  in  preventing  their  reaching  unauthorized  persons 
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AT 


EASE/ 


• Even  the  rigid  schedule  of  Army  life  makes 
provision  for  regular,  enforced  periods  of 
relaxation. 


Not  so  in  the  stepped-up-tempo  of  civilian 
life.  There’s  usually  no  one  but  the  doctor 
to  call  a halt  to  his  patient’s  hectic  routine. 
When  treatment  for  constipation  is  indicated, 
remember  Petrogalar’s  advantages. 


It  provides  a bland,  unabsorbable  fluid 
to  augment  the  moisture  in  the  stool  and 
hell  3s  establish  a regular,  comfortable  bowel 
movement. 


Petrogalar*  helps  soften  hard,  dry  feces  and 
aids  in  bringing  about  a well-formed  yielding 
mass  that  usually  responds  to  normal  peri- 
staltic impulses. 

Consider  Petrogalar  in  the  treatment  of 
constipation. 


FOR  THE  TREATMENT  OF  CONSTIPATION 

Petrogalar 


* Trade  Mark.  Petrogalar  is  an  aqueous  suspension  of  pure  mineral 
oil  each  100  cc.  of  ivhich  contains  65  cc.  pure  mineral  oil  suspended 
in  an  aqueous  jelly  containing  agar  and  acacia. 


Petrogalar  Laboratories,  Tnc.  • 8134  McCormick  Boulevard  • Chicago,  Illinois 
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^ ew  England  Sanitarium 

and  Hospital  Melrose , Mass. 


• Located  on  the  shores  of  pictur- 
esque Spot  Pond  in  the  midst  of 
4.500  acre  State  Park,  only  eight 
miles  from  Boston.  One  hundred 
and  forty  pleasant.  home-like 
rooms.  Eight  resident  physicians 
and  more  than  one  hundred  trained 
nurses,  experienced  dietitians  and 
technicians. 


• Modern  scientific  equipment  for 
treatment  and  diagnosis.  Hydro- 
therapy. Electrotherapy,  X-ray, 
Occupational  Therapy.  Electro- 
cardiograph. Laboratory  and  Gym- 
nasiums. Special  attention  to  diet. 

• No  mental,  tubercular  or  con- 
tagious cases  received.  Physicians 
invited  to  visit  the  institution 


For  care  and  treatment  of 
Medical  • Surgical  • Maternity  Cases 


For  information  and  booklet. 

Address:  W.  A.  RUBLE.  M.D.. 
Medical  Director 
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Q.  Canning’s  a prettv  old  method  of  preserving  foods,  isn’t  it? 

A.  No.  On  the  contrary  it's  comparatively  new.  Methods  of 
food  preservation,  such  as  smoking  and  drying  fish  and  meats, 
are  thousands  of  years  old.  However,  canning  was  first  success- 
fully employed  in  the  early  years  of  the  19th  century.  The 
improvements  of  modern  canning  procedures  are  the  direct 
outgrowth  of  many  achievements  of  modern  science,  (l) 
American  Can  Company,  230  Park  Avenue,  New  York,  N.  Y. 


(1)  1811.  The  Art  of  Preserving  All  Kinds  of  Animal 
and  Vegetable  Substances  for  Several  Years, 

M.  Appert,  Black,  Perry  and  Kingsbury,  London. 
1938.  Food  Research  3,  13. 

1938.  Ibid.  3,  91 

1939.  Canned  Food  Reference  Manual,  American  Can 
Company,  New  York 

1941.  Iud.  Eng.  Chem.  33,  292 


The  Seal  of  Acceptance  denotes  that  the  nutri- 
tional statements  in  this  advertisement  are  accept- 
able to  the  Council  on  Foods  and  N utrition  of  the 
American  Medical  Association. 


AMERICAN  CAN  COMPANY 

230  Park  Avenue,  New  York,  N.  Y. 
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The  stormy  symptoms  of  the  menopause  may  be  greatly  tempered  by 
administration  of  Theelin.  Theelin  replaces  or  supplements  diminished 
ovarian  estrogen  secretion.  By  so  doing  it  acts  as  a beneficial  influence  to 
help  bridge  the  menopausal  period  that  lies  between  early  ovarian  hypo- 
function  and  adjustment  to  the  estrogenic  deficiency.  The  clinical  case  of 
Theelin  rests  on  more  than  three  hundred  published  papers  and  the 
effective  use  of  millions  of  doses  ...  in  the  treatment  of  the  climacteric, 
senile  vaginitis,  kraurosis  vulvae,  gonorrheal  vaginitis  in  children,  and 
other  conditions  related  to  estrogenic  deficiency. 

Theelin  is  a pure  crystalline  estrogen,  standardized  in  the  laboratories  of 
Parke,  Davis  & Company.  Before  release,  each  lot  is  also  standardized 
physiologically  and  chemically  by  the  Biochemical  Laboratory  of 
St.  Louis  University. 

Theelin  Suppositories  for  vaginal  use  and  Kapseals  Theelol  for  oral  administration 
are  available  where  sustained  therapy  between  injections  of  Theelin  is  desired. 


Ampoules 


Kapseals 


THEELIN  THEELOL 

products  of  modern  research  offered  to  the  medical  profession  by 

PARKE,  DAVIS  & COMPANY 

DETROIT,  MICHIGAN 

Ovet  tv  MafaUtte  omj?  P/urtmaa/ 
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Sklar's  U.  S.  Made 

STAINLESS  STEEL  SURGICAL  INSTRUMENT 


All  Patterns  Now  Made  with  the  Box  Lock 


All  round  shank  patterns  of  Sklar's  hemostatic  and  many 
ether  forceps  are  now  being  made  with  the  Box  Lock.  This 
Box  Lock  not  only  adds  to  the  streamlined  beauty  of  the  in- 
strument, but  it  has  positive  qualities  that  make  this  type 
of  joint  vastly  superior  to  the  old  types  of  joints  heretofore 
used.  The  series  of  three  small  photographs  show  the  exact 
appearance  of  the  Box  Lock  in  various  positions.  The  first 
well  illustrates  the  streamlined  smoothness  in  the  closed 
position.  The  second  and  third  pictures  show  the  lock  in  the 
open  position  of  the  forceps  with  the  lower  photo  illustrating 
the  construction,  or  method  by  which  one  shank  of  the  lock 
passes  through  the  center  of  the  corresponding  part  of  the 
other  shank. 

The  lock  or  joint  is  accurately  machined,  smoothly  finished 
and  perfectly  fitted.  Possibility  of  a loose  or  wobbly  joint 
is  completely  eliminated.  There  are  no  holes  or  rough  edges 
that  may  cut  gloves,  tissues  or  sutures. 

Serrations  and  mouth  teeth  are  evenly  aligned  and  have 
edges  accurately  beveled  so  that  jaws  grip  without  shear  action.  Hemostasis  is  assured.  Send  for 
catalogue  of  Sklar's  U.  S.  Made  Stainless  Steel  Surgical  Instruments. 


Improved  DeMartel  Clamp 

Wolfson's  Redesigned  de  Martel  Clamp  is  of  interest  to  every 
surgeon  concerned  with  intestinal  problems  that  require  opera- 
tive attention. 

As  redesigned,  the  valuable  principles  incorporated  in  the 
original  de  Martel  intestinal  clamp  have  been  retained  but  the 
clamp  has  been  made  far  more  practical  for  use  in  difficult 
situation.  With  the  redesigned  clamp  an  increased  number  of 
segmental  bowel  resections  and  reunions  are  made  possible 
with  less  morbidity  and  greater  safety. 

The  Wolfson's  Redesigned  de  Martel  Clamp  alters  the  three 
clips  of  the  de  Martel  type  to  make  them  easier  to  control  and 
apply. 

The  handles  of  de  Martel's  angular  closer  have  been  length- 
ened, broadened,  curved  and  finger-grooved  to  fit  the  hand  and 
give  increased  leverage.  Improvements  have  been  made  in  the 
jaws  of  the  closer  which  make  for  more  effectiveness  in  oper- 
ation. 

The  Wolfson's  Redesigned  de  Martel  Clamp  practically 
eliminates  all  uncertainty  in  mechanical  preformance  when 
operating  in  the  deeper  areas  of  the  abdomen. 

Send  for  illustrated  folder  and  reprint  of  article  which  ap- 
peared in  November  issue  of  the  American  Journal  of  Surgery. 
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Every  empty  capsule  made  by  Eli  Lilly  and 
Company  passes  under  the  watchful  eyes  of  a Lilly 
inspector.  When  bright  light  is  transmitted  through 
glistening  gelatin,  minute  cracks  and  bubbles  are  de- 
tected — defects  which  would  detract  from  the  perfec- 
tion of  Lilly  Pulvules  (filled  capsules).  An  expert  in- 
spects 200,000  capsules  a day,  and  while  less  than  one 
percent  is  discarded  the  operation  is  regarded  as  an 
essential  safeguard  to  Lillv  Quality. 
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THE  SURGICAL  TREATMENT  OF 
PEPTIC  ULCER 

Adolph  W.  Eckstein,  M.D. 

76  Waterman  Street,  Providence,  R.  I. 


Surgical  treatment  of  peptic  ulcer  is  a most 
fascinating  subject,  prominent  in  medical  literature 
for  more  than  fifty  years.  Peptic  ulcer  is  a condi- 
tion characterized  by  chronicity  and  by  a tendency 
to  recurrence.  Its  cause  is  unknown,  and  unfor- 
tunately we  have  no  assured  cure. 

Hepburn1  compares  his  more  than  thirty  years  of 
experience  with  the  disease  as  against  that  of  the 
thirty  years  war.  He  states  that  the  treatment  of 
peptic  ulcer  during  this  period  has  been  one  of 
strife  between  the  internist  and  the  surgeon.  Early 
in  the  period,  little  or  no  surgery  was  performed 
in  the  East  although  a good  deal  was  being  done  at 
the  Mayo  Clinic.  Then  came  a swing  of  the  pen- 
dulum toward  surgery.  The  establishment  of  a 
diagnosis  of  peptic  ulcer  meant  operation,  usually  a 
simple  gastro-enterostomy.  Influenced  by  poor  re- 
sults, unwise  selection  of  cases,  poor  technical  sur- 
gery, even  operation  where  no  ulcer  existed,  the 
pendulum  swung  the  other  way,  and  as  usual,  went 
to  as  great  an  extreme.  The  internist  then  rejected 
surgical  treatment  and  treated  the  patient  much  too 
long,  frequently  until  the  lesion  became  malignant, 
before  seeking  surgical  advice  and  treatment.  Now 
the  pendulum  has  swung  back  toward  surgery. 
Medical  man  and  surgeon  now  agree  that  a patient 
with  a peptic  ulcer  is  always  a patient,  he  is  never 
cured.  He  must  live  at  a diminished  tempo,  must 
eschew  alcohol  and  tobacco,  and  must  follow  a care- 
ful diet  in  order  to  avoid  recurrence  of  the  ulcer. 
Therefore,  under  proper  dietary  and  habituary  re- 
gime, successful,  symptom  free  patients  might  bet- 
ter be  called  controlled,  than  cured. 

Zollinger2  states  that  there  has  developed  during 
the  last  few  years  a better  correlation  of  medical 
and  surgical  thought,  resulting  in  a more  uniform 
treatment  of  the  disease.  Close  cooperation  now 
exists  among  internist,  surgeon  and  roentgenologist 


both  for  diagnosis  as  well  as  treatment  and  subse- 
quent care  of  the  patient.  In  contrast  to  fifteen 
years  ago,  when  over  one-half  of  the  patients  with 
ulcers  were  treated  by  surgical  measures,  surgery 
is  now  confined  to  those  instances  in  which  com- 
plications occur  during  medical  treatment.  This 
limits  the  number  of  surgically  treated  cases  to  5 to 
10  per  cent  of  duodenal  ulcers  and  approximately 
20  per  cent  of  gastric  ulcers.  With  improving 
methods  of  medical  treatment  the  number  of  pa- 
tients requiring  surgery  may  be  even  further  de- 
creased. 

Priestly"  reports  that  only  15  per  cent  of  patients 
in  whom  the  diagnosis  of  duodenal  ulcer  was  made 
at  the  Mayo  Clinic  during  1938  were  treated  sur- 
gically. In  contrast,  in  1928  approximately  38  per 
cent  of  patients  who  had  a diagnosis  of  duodenal 
ulcer  underwent  surgical  treatment.  It  is,  there- 
fore, obvious  that  the  medical  management  of  duo- 
denal ulcer  gradually  has  been  extended  to  include 
a larger  number  of  patients.  The  fact  that  only  15 
per  cent  of  all  patients  who  have  duodenal  ulcer  are 
operated  on  at  the  present  time  means  that  the 
surgeon  does  not  see  the  small,  simple,  innocent 
type  of  ulcer  which  he  formerly  encountered.  For 
this  reason  alone  the  surgical  management  of  duo- 
denal ulcer  necessarily  must  be  altered  in  accord- 
ance with  the  type  of  lesion  that  is  now  encountered. 

Jones'*  states  that  twenty  years  ago  the  treat- 
ment of  ulcer  was  largely  surgical.  Since  that  time 
there  has  been  a definite  shift  toward  medical 
therapy,  not  from  the  point  of  view  of  curing  the 
disease,  but  from  the  point  of  view  of  the  manage- 
ment of  a chronic  recurrent  condition.  More  re- 
cently, however,  there  has,  T think,  been  a trend 
away  from  indiscriminate  medical  treatment  and 
toward  well-planned  surgery  in  cases  with  accepted 
indications  for  surgical  interference.  The  exact 
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and  proper  percentage  of  cases  requiring  surgical 
interference  is  still  to  be  determined,  but  there  is  no 
doubt  that  it  should  include  about  20  per  cent  of  all 
cases. 

The  term  peptic  ulcer  was  first  applied  by 
Quincke’  to  duodenal  and  gastric  ulcer  because  of 
t he  general  similarity  of  the  two  lesions  and  because 
they  are  found  in  the  region  of  the  stomach  which  is 
bathed  with  acid  chyme. 

Etiology 

The  origin  and  persistence  of  peptic  ulcer  has 
been  the  source  of  much  speculation  and  experi- 
ment. Most  observers  agree  that  the  action  of 
gastric  juice  plays  an  important  part  in  the  develop- 
ment and  the  chronicity  of  the  ulcer,  but  there  have 
been  many  theories  advanced  for  the  initial  and 
predisposing  cause.  It  is  apparent  that  there  is  an 
underlying  cause  for  the  origin  and  persistence  of 
peptic  ulcer,  aside  from  the  contributing  effect  of 
the  digestive  action  of  gastric  juice. 

The  theories  which  have  been  advanced  regard- 
ing the  initial  cause  of  peptic  ulcer  may  be  classified 
according  to  whether  or  not  the  initial  lesion  is  re- 
garded as  inflammatory,  neurogenic,  circulatory, 
bacterial  or  digestive.  The  principles  embodied  in 
these  theories  have  been  claimed  to  act  either  in- 
dependently or  in  combination,  in  producing  the 
acute  ulcer  and  determining  its  chronicity. 

Pathology 

The  development  of  surgical  technique  has  great- 
ly increased  the  extent  of  surgical  treatment  and 
has  afforded  opportunity  for  the  pathologic  study 
of  peptic  ulcers. 

MacCartv11  reviewed  ninety-two  pathologic  spec- 
imens of  inflammatory  lesions  in  the  duodenum.  In 
such  sections  be  invariably  found  cellular  destruc- 
tion, with  congestion,  edema,  and  immigration  of 
polymorphonuclear  leukocytes,  lymphocytes  and 
endothelial  leukocytes. 

Serosal  changes,  when  these  lesions  were  local- 
ized, were  indistinguishable  from  those  of  small 
ulcers.  Judd7  described  a “duodenitis  type  of  ulcer" 
which  be  distinguished  from  the  usual  duodenal 
ulcer  by  the  absence  of  a distinct  crater.  Nagel  and 
Judd,8  after  studying  a series  of  these  lesions,  found 
that  duodenitis,  in  its  mildest  form,  is  noted  as  a 
small,  circular  patch,  in  which  there  is  hyperemia 
and  faint  stippling.  In  more  severe  forms  of  this 
condition  the  affected  regions  are  red,  edematous, 
and  the  stippling  is  marked.  In  advanced  cases,  the 


duodenum,  for  a few  centimeters,  may  be  uniform- 
ly narrowed.  The  mucosa  may  present  single  or 
mutiple  superficial  erosions.  The  duodenal  wall,  in 
the  affected  region,  is  usually  somewhat  thickened. 
In  a microscopic  section,  all  the  changes  found  in 
subacute  and  chronic  inflammatory  processes  are 
seen. 

Since  gastroenterostomy  has  become  such  a com- 
mon procedure  in  the  surgical  treatment  of  peptic 
ulcer,  opportunities  have  been  afforded  for  the  study 
of  occasional  acute  shallow  lesions  which  occur  in 
the  j ej unum  or  about  the  stoma  made  at  gastroenter- 
ostomy. These  present  the  usual  pathologic  pic- 
tures seen  in  acute  duodenitis  or  gastritis.  Some- 
times the  lesions  present  superficial,  localized,  in- 
flammatory portions ; again,  hemorrhagic  patches 
or  erosions  around  the  anastomotic  opening  may  be 
distinguishable. 

Acute  ulcers,  in  all  probability,  are  closely  re- 
lated to  gastric  and  duodenal  erosions.  Some  au- 
thorities prefer  to  consider  them  separately,  desig- 
nating erosions  as  lesions  involving  only  the 
mucosa,  whereas  acute  ulcers  involve  the  submucosa 
or  even  the  serosa.  Like  erosions,  acute  ulcers  are 
frequently  multiple.  They  are  usually  round  or 
ovoid;  occasionally,  because  of  fusion  with  other 
ulcers,  the  shape  is  irregular.  The  margins  are 
usually  smooth  and  regular  and  have  a punched-out 
appearance.  I f the  ulcer  is  at  all  deep,  it  has  a ter- 
raced appearance,  due  to  the  fact  that  the  apertures 
in  the  different  coats  diminish  from  within  out- 
ward. 

The  tendency  is  for  these  lesions  to  heal  rapidly, 
leaving  small  mucosal  scars.  Not  infrequently,  how- 
ever, hemorrhages  result  because  of  extension  of 
the  eroding  process  through  the  wall  of  a blood 
vessel.  The  ulceration  may  stop  in  the  muscular 
coat,  or  extend  to  the  peritoneum,  resulting  in  local- 
ized or  general  peritonitis. 

Microscopically,  there  is  necrosis  of  tissue  at  the 
bases  of  these  ulcers,  a mild  degree  of  inflammatory 
reaction  in  the  neighboring  tissues,  infiltration  with 
round  cells,  and  an  abundance  of  polymorpho- 
nuclear leukocytes.  There  may  he  much  swelling 
of  the  tissues  and  some  thickening  due  to  hyper- 
plasia. 

Chronic  ulcers  of  the  stomach  may  he  single  or 
multiple.  In  most  instances  only  one  active  ulcer  is 
demonstrable.  In  the  duodenum,  however,  ulcers 
are  frequently  multiple;  two  active,  chronic  ulcers 
are  often  demonstrable,  one  on  the  anterior,  and 
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one  on  the  posterior  wall.  When  the  bowel  is  empty, 
such  lesions  are  frequently  in  exact  opposition, 
which  has  led  to  the  terms  “contact"  or  “kissing 
ulcers." 

Gastric  ulcers  are  most  frequently  found  on  the 
lesser  curvature,  on  the  posterior  wall,  in  the  an- 
trum, and  in  the  pyloric  portion  of  the  stomach. 
Ulceration  is  more  common  in  the  duodenum. 
Chronic  ulcers  of  the  duodenum  usually  are  found 
within  1 Fa  inches  (3.8  cm.)  of  the  pylorus.  The 
posterior  and  anterior  walls  are  involved  with  al- 
most equal  frequency.  Occasionally  an  ulcer  may 
almost  encircle  the  duodenum  ; rarely,  it  extends  to 
and  involves  the  pylorus. 

Gastric  and  duodenal  ulcers  are  sometimes  com- 
bined. When  ulcers  are  in  combination  they  have 
a much  greater  tendency  to  occur  either  in  the 
pyloric  portion  or  close  to  the  lesser  curvature.  In 
either  position  they  are  more  frequent  on  the  poste- 
rior surface.  All  chronic  ulcers  are  more  common 
in  men  than  in  women,  but  this  tendency  is  more 
marked  with  duodenal  than  with  gastric  ulcers. 

The  size  of  gastric  ulcers  is  variable.  They  are 
usually  rounded  or  oval  in  contour ; occasionally 
they  are  saddle-shaped.  Large,  chronic,  indolent 
ulcers  are  generally  shallow.  Usually  these  ulcers 
have  a funnel-shaped  or  terraced  appearance.  Later, 
as  the  lesion  becomes  more  chronic  and  as  there  is 
more  invasion  and  infiltration  of  tissue  in  the  depth 
of  the  lesion,  a globular  crater  is  formed.  The  edges 
of  this  are  overhanging  and  cirrhotic.  In  definitely 
active  lesions  the  margins  are  red  and  edematous ; 
in  old,  inactive  lesions  the  margins  are  paler.  There 
is  evidence  of  neighboring  induration. 

In  chronic  ulcers  the  necrotic  process  usually  has 
penetrated  the  muscular  coat  of  the  gastric  wall. 
The  crater  of  the  ulcer  may  be  filled  with  mucopu- 
rulent material.  The  base  of  the  lesion  is  made  up 
of  fibrous  and  granulation  tissue.  Extension  of 
tbe  ulcerating  process  to  the  serosa  causes  inflam- 
matory reactions  surrounding  the  wall  of  the  vis- 
cus ; this  results  in  adhesions  between  the  base  of 
the  ulcer  and  the  liver,  the  pancreas,  or  some  other 
neighboring  organ.  Further  extension  of  the  ulcer- 
ating process  occasionally  occurs,  resulting  in  the 
formation  of  a new  bed  for  the  lesion  in  the  tissue 
of  the  organ  to  which  it  has  become  attached.  If 
the  eroding  process  is  very  rapid,  adhesions  cannot 
form  and  the  ulcer  perforates  into  the  abdominal 
cavity.  If  tbe  progressively  extending  ulcer  erodes 
a blood-vessel,  bleeding  occurs. 


Signs  of  malignancy  in  gastric  ulcer  are  not 
uncommon.  Such  a finding  is  more  common  in  the 
larger  ulcers  and  in  ulcers  occurring  near  the  pylo- 
rus or  on  the  greater  curvature.  Benign  and  malig- 
nant ulcers  may  coexist  in  the  same  stomach. 
Microscopic  investigation  of  chronic  ulcer  shows 
the  overhanging  mucosa  to  contain  an  excessive 
number  of  lymphocytes.  Usually,  polymorpho- 
nuclear leukocytes  are  absent,  although  there  is 
practically  always  proliferation  of  the  epithelial 
cells,  with  an  attempt  to  cover  over  the  denuded 
area.  This  proliferated  tissue  is  destroyed  by  tbe 
inflammatory  and  fibroblastic  reaction.  The  edges 
are  undermined  and  the  base  usually  contains  ne- 
crotic tissue  or  fibrin  into  which  capillary  loops  are 
penetrating,  forming  granulation  tissue.  Lympho- 
cytes are  abundant,  and  masses  of  them  extend 
considerable  depths  into  the  surrounding  tissues; 
the  excessive  fibroblastic  and  fibrous  tissue  reac- 
tion gives  the  tissue  the  indurated  appearance. 

Chronic  duodenal  ulcers  are  usually  smaller  than 
gastric  ulcers.  Occasionally  they  may  become  large. 
Their  shape  is  variable,  they  may  be  extremely 
irregular,  although  more  commonly  they  are  round 
or  oval.  As  a rule,  duodenal  ulcers  are  shallower 
than  gastric  ulcers.  This  is  probably  because  the 
wall  of  the  deodenum  is  thinner  than  that  of  the 
stomach.  The  mucosa  of  the  borders  of  tbe  duo- 
denal ulcers  usually  is  not  of  abnormal  thickness, 
and  often  it  does  not  project  over  the  crater. 

Duodenal  ulcers  cause  obstruction  more  fre- 
quently than  do  gastric  ulcers.  An  ulcer  of  the 
duodenum,  in  close  proximity  to  the  pylorus,  occa- 
sionally involves  the  sphincter,  thus  causing  reten- 
tion. This  is  most  frequently  due  to  edema,  but 
occasionally  cicatrization  is  the  cause  of  the  ob- 
struction. 

Chronic  duodenal  ulcers  usually  are  similar  in 
general  histopathologic  characteristics  to  gastric 
ulcers.  The  ulcer  may  have  a punched  out  appear- 
ance. At  times  it  is  indurated,  and  its  walls  may 
have  a terraced  appearance.  The  walls  of  a duo- 
denal ulcer  are  seldom  calloused,  as  are  those  of  a 
chronic  gastric  ulcer.  Penetrating  characteristics 
are  frequently  noticed  in  duodenal  ulcer  ; the  deeply 
eroding  ulcer  may  cause  adhesion  between  tbe  pos- 
terior wall  of  the  deodenum  and  the  surrounding 
tissue.  Microscopic  investigation  of  chronic  duo- 
denal ulcer  reveals  cystologic  conditions  similar  to 
those  noted  in  chronic  gastric  ulcer.  Carcinoma, 
however,  is  not  found  in  duodenal  ulcer.  In  chronic 
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duodenal  ulcer  the  base  is  often  in  the  head  of  the 
pancreas.  This  penetration  into  the  pancreas  and 
the  erosion  of  the  pancreatic  arteries  leads  often  to 
profuse  hemorrhage,  although  thrombosis  usually 
occurs  before  the  blood  vessels  are  eroded  and  rup- 
tured. Thrombosed  vessels  are  commonly  found  in 
the  bases  of  chronic  duodenal  ulcers;  less  common- 
ly in  chronic  gastric  ulcers. 

Occasionally,  following  operations  in  which  the 
jejunum  was  anastomosed  to  the  stomach,  inflam- 
matory lesions  develop  around  the  stoma,  or  in  the 
jejunum  just  below  the  opening  made  at  gastroen- 
terostomy. If  these  ulcers  are  below  the  anastomo- 
sis, they  are  called  jejunal  ulcers  ; if  they  are  in  the 
area  of  anastomosis,  they  are  referred  to  as  gastro- 
jejunal  ulcers.  Operative  procedures  undertaken  to 
cure  a gastric  ulcer  are  less  likely  to  be  followed  by 
such  ulcers  than  are  those  in  which  the  original 
ulceration  was  in  the  duodenum.  Jejunal  ulcers 
following  operations  for  carcinoma  are  extremely 
rare.  Such  ulcers  are  seen  fifteen  times  more  fre- 
quently in  men  than  in  women.  Shallow,  inflam- 
matory mucosal  lesions,  with  or  without  erosion, 
occasionally  are  demonstrable  about  the  stoma  or  in 
the  jejunum.  Acute  ulcers,  which  are  likely  to 
bleed  or  perforate,  may  result.  1 listologically,  such 
lesions  resemble  duodenal  ulcer.  Perforation  into 
the  colon  is  not  a rare  complication  of-  jejunal 
ulceration. 

Acute  anastomotic  ulcer  resembles  acute  gastric 
ulcer.  It  usually  has  a punched-out,  round  or  ovoid 
appearance;  if  situated  about  the  stoma,  it  may  be 
irregular  in  outline.  It  may  extend  rapidly  through 
the  wall  of  the  jejunum,  which  is  thin,  thus  pre- 
cipitating peritonitis.  The  rapidity  with  which  the 
lesion  spreads  may  prevent  adhesions  from  funn- 
ing about  the  serosa,  thus  leaving  it  free  to  pene- 
trate into  the  peritoneal  cavity.  This  complication 
occurs  more  frequently  following  anterior  gastro- 
enterostomy. 

Chronic  anastomotic  ulcer  resembles,  in  most  re- 
spects, other  peptic  ulcers.  The  complication  of 
perforation  is  more  likely  to  develop  from  jejunal 
ulcers  than  from  gastrojejunal  lesions.  Occasion- 
ally a jejunal  ulcer  will  cause  obstruction  from  cica- 
trization, hut  more  frequently  because  of  acute  in- 
flammatory reaction. 

Ulcers  which  are  close  to  the  anastomosis  may 
become  extensive  and  involve  the  entire  stoma. 
Not  infrequently,  the  transverse  mesocolon  fur- 
nishes the  base  for  the  ulcer.  Occasionally  it  per- 
forates directly  into  the  colon,  producing  a gastro- 
colic fistula. 


Physiology 

Food  taken  into  the  stomach  immediately  ar- 
ranges itself  along  the  greater  curvature  and  is 
piled  up  in  layers.  At  first  there  is  but  little  motion, 
and  not  infrequently  the  ptyalin  from  the  salivary 
glands  continues  its  actions  in  the  cardiac  portion 
of  the  stomach  on  any  starches  that  have  been  in- 
gested. Ptyalin  acts  not  only  in  an  alkaline  but  in  a 
neutral  medium  as  well,  but  its  activity  is  destroyed 
by  an  acid  medium.  Peristalsis  apparently  begins 
about  the  middle  of  the  body  of  the  stomach  and 
proceeds  toward  the  pyloric  end  ; according  to  Cole, 
in  cycles  which  consist  of  a period  of  contraction, 
called  a systole,  and  a period  of  dilatation,  called  a 
diastole.  The  systole  takes  seven-tenths  of  the  peri- 
od of  the  whole  cycle  which  lasts  two  or  three  sec- 
onds. As  a rule  the  stomach  has  four  cycles,  so 
there  are  four  waves  of  contraction  with  interven- 
ing diastoles,  which  mav  be  seen  at  the  same  time. 
When  peristalsis  is  initiated  the  cardiac  end  of  the 
stomach  becomes  tonically  contracted  so  that  the 
left  half  is  largely  converted  into  an  elastic  hopper, 
making  pressure  upon  the  food  and  forcing  it  to- 
wards the  pylorus.  If  the  peristaltic  waves  are 
sufficiently  strong  and  go  over  the  pyloric  canal, 
there  is  a slight  relaxation  of  the  pyloric  spincter 
and  a small  thin  stream  of  the  gastric  contents  is 
squirted  into  the  duodenum.  This  accumulates  for 
a while  in  the  first  portion  of  the  duodenum  and 
forms  a cap  which  is  emptied  by  later  contractions 
harmonizing  with  the  contractions  of  the  duodenum 
below. 

In  the  stomach  the  proteins  are  acted  upon  by 
hydrochloric  acid  and  pepsin  and  become  acid  albu- 
min or  syntonin,  and  by  a continuance  of  this  proc- 
ess become  primary  and  secondary  proteoses  and 
peptones.  Little  is  absorbed  through  the  stomach  ex- 
cept water,  some  of  the  mineral  salts,  a little  of  the 
highly  concentrated  sugars  and  alcohol,  which  is 
absorbed  chiefly  through  the  stomach. 

The  mechanism  of  the  emptying  of  the  stomach 
has  been  the  subject  of  considerable  discussion. 
According  to  Pavlov  and  Cannon",  it  is  due  partly 
at  least  to  a chemical  control ; when  the  contents  of 
the  stomach  are  excessively  acid  the  pyloric  sphinc- 
ter relaxes  and  when  the  contents  of  the  duodenum 
are  acid  the  pyloric  sphincter  automatically  con- 
tracts. This  does  not  explain  a case  of  achylia  in 
which  there  is  no  acid  in  the  stomach,  or  the  rapid 
emptying  of  water  and  white  of  egg  which  seems  to 
go  quickly  along  the  lesser  curvature  into  the  duo- 
denum. 
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Carlson10  has  shown  that  any  irritation  of  the 
mucosa  of  the  upper  portion  of  the  duodenum  tends 
to  cause  a reflex  closure  of  the  pyloric  sphincter, 
whether  this  irritation  is  due  to  excessive  acid,  ex- 
cessive alkali  or  mechanical  trauma.  According  to 
the  observations  of  Cole,  Luckhardt,  Phillips11  and 
others,  it  seems  that  every  peristaltic  wave  that 
reaches  the  pyloric  sphincter  causes  some  relaxa- 
tion of  the  sphincter  and  consequently  a slight  open- 
ing. The  waves  that  do  not  quite  reach  the  sphinc- 
ter do  not  effect  this  opening. 

Alvarez12  thinks  that  the  emptying  of  the  stomach 
and  intestine  is  due  to  a gradient  and  that  there  is 
normally  more  rapid  movement  of  muscles  in  the 
oral  portion  of  the  stomach  than  in  the  distal  por- 
tion. Klein1"  believes  that  the  normal  conductivity 
of  gastric  peristalsis  is  dependent  upon  the  lesser 
curvature  and  that  the  contracting  ring  which  con- 
stitutes gastric  peristalsis  follows  a stimulus  along 
the  various  segments  of  the  lesser  curvature. 

When  a circular  sleeve  resection  of  the  stomach 
is  done,  there  seems  to  be  an  independent  rate  of 
contraction  in  the  pyloric  portion,  which  is  much 
slower  than  that  in  the  cardiac  portion.  Klein 
thinks  that  the  antrum  of  the  pylorus  has  a separate 
nodal  center  for  its  control,  which  largely  directs 
the  peristalsis  after  a sleeve  resection,  but  this  has 
not  been  proven  histologically. 

This  recent  work  is  significant  in  showing  the 
importance  of  preserving  wherever  possible  the 
lesser  curvature  of  the  stomach,  and,  when  it  is 
necessary  to  do  a sleeve  resection  to  align  the  lesser 
curvature  of  the  two  gastric  stumps  accurately 
without  regard  to  the  position  of  the  greater  curva- 
ture. When  the  pyloric  portion  of  the  stomach  is 
removed  the  lesser  curvature  should  be  placed  in 
alignment  with  the  upper  border  of  the  duodenum. 

The  secretion  of  gastric  juice  is  caused  first  by 
the  afferent  stimuli  from  the  sensorium  of  the  brain, 
arising  from  the  sight  or  thought  of  food  as  well  as 
by  the  influences  that  proceed  from  the  tongue  and 
pharynx  in  contact  with  food.  This  is  called  the 
“appetite  gastric  juice”  and  it  is  secreted  rather 
rapidly  before  the  food  reaches  the  stomach.  After 
touching  the  gastric  mucosa,  however,  food  seems 
to  be  a direct  stimulation  for  gastric  juice.  The 
nature  of  this  stimulation  is  not  known.  In  1906 
Edkins  reported  a hormone  secreted  in  the  pyloric 
mucosa,  occasioned  by  the  presence  of  food  and  acid 
gastric  juice  in  contact  with  this  mucosa,  and  that 
this  hormone  was  absorbed  in  the  blood  and  stim- 


ulated the  secretion  of  gastric  juice.  This  theory  of 
Edkins  has  been  used  as  a reason  for  pylorectomy 
in  order  to  eliminate  this  gastrin  and  so  diminish  the 
secretion  of  gastric  juice.  Carlson,  Luckhardt,  Ivy 
and  others  have  not  verified  Edkins’  findings,  which 
would  seem,  therefore,  not  to  afford  a proper  basis 
for  pylorectomy.  There  is  something,  however,  in 
food  or  some  substance  formed  by  contact  of  the 
food  with  the  gastric  mucosa  which  does  cause  an 
increase  in  the  gastric  secretion.  This  appears  to 
be  formed  to  a large  extent  throughout  the  stomach 
and  is  not  specific.  Similar  substances  obtained 
from  spinach,  strawberry  leaves,  gastric  juice,  and 
various  other  sources,  when  injected  subcutaneous- 
ly will  increase  the  secretion  of  gastric  juice.  Pres- 
sure doubtless  causes  secretion  of  gastric  juice  in 
addition  to  stimulating  peristalsis. 

After  observation  of  several  individuals  in  whom 
there  was  a gastrostomy  on  account  of  a cicatricial 
closure  of  the  oesphagus,  Carlson  has  shown  that 
there  is  continuous  gastric  secretion,  instead  of  an 
absence  of  secretion  when  the  stomach  is  empty  as 
has  been  generally  supposed.  When  there  is  no 
food  in  the  stomach,  however,  the  secretion  is  at  a 
very  much  slower  rate  than  after  meals.  Carlson 
thinks  that  the  effect  of  gastric  juice  has  been  ex- 
aggerated and  that  there  is  no  such  thing  as  hyper- 
chlorhvdria.  The  upper  limit  of  normal  in  hydro- 
chloric acid  secretion  of  the  stomach  is  0.5  per  cent, 
which  tends  to  vary  from  that  point  down.  Carlson 
has  often  drawn  off  the  “appetite  gastric  juice” 
and  introduced  food  with  no  ill  effect  in  patients 
with  gastrostomy.  It  is  doubtful,  however,  whether 
this  could  be  continued  indefinitely  and  health  main- 
tained, if  for  no  other  season  than  that  the  hydro- 
chloric acid  is  the  chief  antiseptic  element  in  the 
gastric  juice  and  tends  to  destroy  or  inhibit  the 
bacteria  in  the  upper  gastro-intestinal  tract,  Carlson 
thinks  that  the  so-called  hyperchlorhydria  is  due 
merely  to  increase  in  the  quantity  of  gastric  juice, 
this  in  turn  caused  by  the  excessive  stimulus  of  the 
prolonged  presence  of  food  in  the  stomach.  As  is 
well  known,  the  most  active  and  continuous  stim- 
ulus of  gastric  juice  is  food  in  the  stomach,  the 
proteins  of  meat  having  a particularly  stimulating 
effect. 

When  there  is  an  obstruction  of  the  pyloric  end 
of  the  stomach,  either  from  an  organic  stricture  or 
a spasm,  the  prolongation  of  the  contact  of  the  food 
with  the  gastric  mucosa  is  very  marked  and  pro- 
duces a continuous  stimulus  for  the  formation  of 
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gastric  juice  ; consequently  an  excessive  amount  of 
gastric  juice  accumulates  in  the  stomach.  If  the 
stomach  can  empty  satisfactorily,  when  the  food  is 
expelled  the  stimulus  to  the  secretion  of  gastric 
juice  is  removed  to  a large  extent.  In  cases  of 
pyloric  or  duodenal  ulcer  in  which  there  is  spasm  of 
the  pylorus,  the  stomach  appears  at  first  to  empty 
more  rapidly  than  normal  and  then  later  there  is 
retention.  This'  is  due  to  the  fact  that  the  powerful 
contractions  of  the  full  stomach  at  first  overcome 
the  obstruction  of  the  spasm  of  the  pylorus;  but 
after  the  stomach  has  partially  emptied,  the  force 
of  the  peristaltic  wave  is  weakened  and  does  not 
seem  to  have  the  power  to  overcome  the  pyloric 
spasm ; consequently  there  is  a residue  of  food  re- 
tained longer  than  normal  and  this  residue  con- 
tinues the  stimulation  of  the  gastric  mucosa  which 
produces  more  gastric  juice. 

Clinical  Applications  of  Physiology 

These  physiologic  facts,  many  of  recent  deter- 
mination, afford  the  underlying  principles  of  gas- 
tric and  duodenal  surgery.  First,  it  can  be  said  that 
the  routine  use  of  gastroenterostomy  for  all  stom- 
ach lesions  is  illogical.  Gastrectomy  has  a definite 
field  in  which  no  other  operation  is  quite  so  satis- 
factory ; but  in  cases  in  which  there  is  an  extensive 
duodenal  ulcer  or  a cicatricial  contraction  of  the 
duodenum  or  the  pylorus,  gastro-enterostomy  is  an 
excellent  operation.  The  contraction  prevents  the 
exit  of  gastric  juice  through  the  pylorus  so  that 
the  high  alkalinity  of  the  duodenal  contents  protects 
the  mucosa  of  the  jejunum  from  the  acid  of  the 
stomach  as  it  is  emitted  through  the  gastroenter- 
ostomy stoma.  In  an  open  pylorus,  however,  in 
which  part  of  the  contents  of  the  stomach  comes 
through  the  pylorus  and  part  through  the  stoma, 
the  jejunum  is  unprotected  and  jejunal  ulcer  fre- 
quently results.  In  small  isolated  duodenal  ulcers 
without  adhesions  some  form  of  pyloroplasty  seems 
indicated. 

When  a resection  of  the  stomach  is  considered 
it  must  be  recalled  that  the  pyloric  portion  of  the 
mucosa  secretes  alkaline  and  not  acid  material. 
While  some  type  of  hormone  is  produced  by  contact 
of  food  with  any  part  of  the  gastric  mucosa,  there 
is  no  specific  hormone  created  in  the  pyloric  mu- 
cosa; hence  pylorectomy  to  reduce  the  supply  of 
such  a hormone  and  so  decrease  the  acidity  of  the 
gastric  juice  is  not  founded  on  proven  physiologic 
facts. 


The  reduction  of  acidity  which  is  considered  an 
indication  in  surgery  for  peptic  ulcer,  may  be  ob- 
tained by  eliminating  the  physiologic  obstruction 
at  the  pylorus,  thus  shortening  the  emptying  time 
of  the  stomach.  This  can  often  be  accomplished  by 
a pyloroplasty,  or  if  there  is  an  organic  obstruction, 
by  a gastro-enterostomy.  Partial  gastrectomy  is 
indicated  if  there  is  a marked  gastritis,  particularly 
in  the  pyloric  portion  of  the  stomach,  and  if  the 
ulcer  is  gastric.  After  gastrectomy  it  should  be  re- 
membered that  the  lesser  curvature  represents  the 
original  gastro-intestinal  tract  and  is  highly  im- 
portant. The  longitudinal  fibers  in  this  region  so 
contract  as  to  form  a channel  along  which  fluids 
travel  from  the  cardia  to  the  pylorus.  The  axis  of 
the  peristaltic  waves  is  largely  in  this  region,  and  as 
the  lesser  curvature  represents  a much  shorter  dis- 
tance between  the  cardia  and  the  pylorus  than  the 
greater  curvature,  it  is  capable  of  less  motion.  An 
important  reason  too,  as  Alvarez  and  Klein  have 
pointed  out,  is  that  impulses  for  gastric  peristalsis 
appear  to  emanate  from  the  lesser  curvature.  For 
all  of  these  reasons  it  is  essential,  when  a gastrec- 
tomy is  done,  either  a sleeve  gastrectomy  or  resec- 
tion of  the  pyloric  portion,  that  care  should  be  taken 
to  make  the  proper  relations  along  the  lesser  curva- 
ture of  the  stomach,  even  neglecting  the  greater 
curvature.  This  will  tend  to  restore  function  more 
nearly  than  if  attention  is  centered  more  on  accu- 
rate union  along  the  greater  curvature. 

The  pyloric  mucosa,  which  secretes  alkaline  ma- 
terial, is  more  subject  to  peptic  ulcers  than  is  the 
portion  of  the  gastric  mucosa  that  secretes  acid. 
Any  peptic  ulcer  of  long  standing  in  the  pyloric  por- 
tion of  the  stomach  creates  considerable  gastritis 
in  its  neighborhood.  For  these  reasons  gastrectomy 
is  more  strongly  indicated  for  gastric  ulcer  than 
was  formerly  thought ; also  because  less  radical  op- 
erations such  as  gastro-enterostomy  or  pyloroplasty 
are  not  so  effective  in  curing  gastric  ulcer  as  in 
curing  duodenal  ulcer.  It  is  best  to  go  well  into  the 
cardiac  side  of  the  stomach  in  doing  a pylorectomy. 
This  not  only  eliminates  the  pyloric  mucosa  which 
is  prone  to  ulceration  but  also  removes  some  of  the 
acid-secreting  gastric  mucosa. 

When  possible  the  stump  of  the  stomach  should 
be  united  to  the  duodenum.  This  is  the  normal 
physiologic  emptying  point  for  the  gastric  contents 
and  it  should  be  preserved  if  there  is  no  special 
contra-indication.  A modified  Billroth  I operation 
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is  applicable  in  many  cases.  In  this  procedure  the 
stump  of  the  stomach  is  united  along  the  lesser 
curvature  to  the  upper  border  of  the  duodenum  and 
the  duodenum  is  flared  open  by  an  incision  of  about 
one  inch  in  its  anterior  surface.  When  so  much  of 
the  stomach  has  been  removed  that  the  cardiac 
stump  cannot  he  approximated  to  the  duodenum,  it 
seems  probable  that  all  the  portion  of  the  stomach 
concerned  in  active  peristalsis  has  been  excised.  It 
must  he  recalled  that  peristaltic  waves  seem  to  be- 
gin about  the  middle  of  the  body  of  the  stomach, 
whereas  the  cardiac  end  remains  in  tonic  contrac- 
tion. With  tonic  contraction  instead  of  peristaltic 
waves  there  is  not  the  same  indication  for  preserv- 
ing an  axis  of  peristalsis  so  that  an  opening  may  he 
made  along  the  greater  curvature  if  all  of  the  left 
half  or  two-thirds  of  the  stomach  has  been  re- 
moved. This  is  done  by  the  anterior  Polya  opera- 
tion, the  Polya- Balfour  operation,  the  original  pos- 
terior Polya,  or  the  Hofmeister  modification  of  the 
Billroth  II  gastrectomy,  in  which  the  lower  por- 
tion of  the  stump  of  the  stomach  is  united  to  the 
jejunum  while  its  upper  part  is  folded  in  and 
sutured. 

The  anterior  Polya  operation  is  often  satisfac- 
tory, hut  the  necessity  of  placing  long  limbs  of 
jejunum  over  the  transverse  colon  has  its  obvious 
objections;  it  creates  potentialities  for  obstruction 
or  volvulus;  and  if  an  entero-anastomosis  is  made 
between  the  limbs,  some  of  the  alkaline  duodenal 
contents  that  protect  the  mucosa  of  the  jejunum  are 
deflected  and  may  leave  unprotected  that  part  of  the 
jejunal  mucosa  opposed  to  the  stomach,  resulting 
in  a jejunal  ulcer. 

The  experiments  of  Mann  and  Williamson14 
show  that  peptic  ulcer  occurs  in  dogs  in  a large 
percentage  of  experiments  in  which  the  duodenal 
contents  are  diverted  from  a segment  of  the  small 
bowel  united  directly  to  the  stomach.  This  seems 
to  have  a clinical  application.  The  Roux  gastro- 
enterostomy, in  which  the  jejunum  is  divided,  the 
distal  end  united  with  the  stomach  and  the  proximal 
end  sutured  to  the  side  of  the  bowel  lower  down, 
would  appear  to  deflect  the  alkaline  duodenal  con- 
tents entirely,  except  for  some  regurgitation.  Such 
operations  seem  prone  to  form  ulcer,  because  of 
the  removal  of  the  physiologic  protection  of  the 
alkaline  duodenal  contents.  An  entero-anastomosis 
in  an  anterior  Polya  operation  does  not  deflect  all 
of  the  duodenal  contents  ; hut  certainly  an  operation 


in  which  the  jejunum  is  divided  and  the  distal  end 
applied  to  the  stump  of  the  stomach  and  the  prox- 
imal end  applied  end-to-side  lower  down  would 
appear  to  establish  exactly  the  conditions  in  which 
Mann  and  Williamson  found  that  peptic  ulcer  often 
occurred  in  dogs. 

After  gastric  operations,  rest  should  be  secured 
by  giving  as  little  food  as  possible  and  that  of  a kind 
requiring  a minimum  of  work  by  the  stomach.  The 
protein  of  meats  stimulates  both  peristalsis  and  the 
secretion  of  gastric  juice;  carbohydrates  and  fats, 
on  the  contrary,  are  not  at  all  affected  by  the  gastric 
juice.  When  it  becomes  necessary  to  give  food  after 
an  operation  upon  the  stomach,  partial  rest  can 
best  he  secured  by  giving  the  type  of  food  that 
stimulates  both  peristalsis  and  secretion  as  little  as 
possible  ; hence  proteins  in  the  form  of  meat  should 
he  avoided  and  the  food  should  consist  largely  of 
fats  such  as  cream,  and  carbohydrates  given  in  a 
non-irritating  form.  The  protein  of  milk  stimu- 
lates the  stomach  less  than  that  of  meat.  In  this 
manner  nutrition  is  provided  while  imposing  a min- 
imum amount  of  work  on  the  stomach  and  the 
maximum  degree  of  physiologic  rest  to  the  trauma- 
tized tissues  is  secured. 

From  these  facts  it  may  he  seen  that  both  the 
operative  technique  and  the  after-treatment  of 
gastric  cases  should  he  based  on  a consideration  of 
normal  physiologic  function. 

Indications  for  Operation 

Ordinarily  peptic  ulcer  does  not  endanger  life. 
It  is  seldom  that  any  operative  procedure  is  neces- 
sary for  an  acute  peptic  ulcer.  The  results  of  care- 
ful, competent,  medical  management  are  eminently 
satisfactory  in  many  cases  of  uncomplicated  duo- 
denal and  gastric  ulcer.  This  is  particularly  true  in 
those  instances  in  which  the  symptoms  are  of  short 
duration,  hut  it  tends  to  become  less  true  after 
chronicity  has  been  established.  It  is  important  to 
consider  the  presence  or  absence  of  complicating 
factors  before  operative  procedures  can  he  justi- 
fiably advised. 

After  considering  the  above  mentioned  facts  and 
consolidating  the  opinion  of  a large  number  of 
surgeons  it  appears  that  the  surgical  treatment  of  an 
uncomplicated  peptic  ulcer  is  indicated  only  after 
all  forms  of  medical  treatment  have  been  ex- 
hausted. This  requires  proper  teamwork  between 
the  internist,  roentgenologist  and  surgeon.  Many 
state  that  under  proper  medical  management,  ap- 
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proximately  eighty  per  cent  of  the  cases  will  he 
controlled.  The  remaining  twenty  per  cent  com- 
prise the  complications,  and  it  is  this  group  that  may 
become  full  of  serious  possibilities.  The  early  rec- 
ognition of  complications,  therefore,  is  of  great 
importance. 

In  our  discussion  let  us  limit  the  complications 
requiring  surgery  to  perforation,  pyloric  obstruc- 
tion. certain  instances  of  profuse  hemorrhage,  fail- 
ure of  medical  management,  and  a suspicion  of 
cancer.  Let  us  now  take  up  each  one  in  order. 

1.  Perforation 

Acute  perforation  of  a duodenal  or  gastric  ulcer 
constitutes  a serious  abdominal  emergency  usually 
characterized  by  such  clinical  manifestations  that 
the  urgency  of  surgical  intervention  is  immediately 
apparent.  In  the  case  of  acute  perforation  of  a 
peptic  ulcer,  operation  is  performed  as  a life  saving 
measure  and  embraces  only  one  objective,  that  of 
closure  of  the  perforation.  Although  simple  closure 
of  the  perforation  does  not  provide  the  patient  with 
assurance  against  recurrence,  the  surgeon's  re- 
sponsibility in  the  emergency  is  not  that  of  a per- 
manent cure  of  the  ulcer.  Experience  has  by  this 
time  proved  very  conclusively  that  usually  a more 
extensive  surgical  procedure  than  closure  of  the 
perforation  mitigates  against  recovery.  Departure 
from  the  policy  of  simple  closure  of  a perforation 
is  seldom  justified  even  though  symptoms  of  ulcer 
recur  in  a large  percentage  of  patients  and  second- 
ary operation  curative  in  nature  is  often  required. 
In  spite  of  the  fact  that  the  time  interval  between 
perforation  and  surgical  closure  bears  a distinct 
relation  to  the  mortality  rate  of  perforation,  Gra- 
ham1’' has  deliberately  prolonged  this  time  interval 
in  certain  instances  by  as  much  as  eight  hours  for 
purposes  of  instituting  pre-operative  treatment  of 
shock  and  secondary  manifestation  of  the  perfora- 
tion with  profit  to  the  patient.  He  has  recently  re- 
ported fifty-one  consecutive  operations  for  per- 
forated duodenal  ulcer  with  but  a single  fatality. 

Lahev’s10  experience  with  these  cases  bears  out 
the  opinion  of  others  that  the  surgeon’s  obliga- 
tion to  a patient  at  a time  when  the  ulcer  perforates 
is  to  get  him  through  alive.  He  gives  sound  reasons 
for  this.  Not  all  patients  with  perforated  duodenal 
ulcers  can  be  operated  on  so  early  that  the  hazard  to 
life  from  merely  closing  the  ulcer  is  not  consider- 
able. One  cannot  add  the  risk  of  gastro-enteros- 
tomy  or  subtotal  gastrectomy  in  the  presence  of  a 


perforated  ulcer  without  materially  increasing  the 
mortality  rate.  In  addition  to  that,  many  patients 
with  perforated  duodenal  ulcers  have  never  had  a 
really  adequate  trial  of  medical  management  before 
the  perforation  occurred.  Under  these  conditions 
one  would  subject  a patient  to  a major  surgical 
procedure  without  being  certain  that  the  ulcer  could 
not  have  been  managed  medically  after  the  perfora- 
tion had  been  closed.  It  is  clear  that  our  first  obliga- 
tion is  to  save  the  patient’s  life  by  simple  closure  of 
the  ulcer,  unless  this  produces  obstruction.  Our 
next  obligation  is  to  determine  by  an  adequate  trial 
of  medical  management,  after  the  patient  has  re- 
covered from  the  perforation,  whether  the  ulcer 
can  be  healed  without  operation.  Then,  should 
medical  management  fail,  radical  operation  in  the 
form  of  subtotal  gastrectomy  should  be  carried  out, 
if  the  patient’s  general  condition  and  the  location 
of  the  ulcer  permit. 

There  is  a feeling  in  this  country  that  in  the 
great  majority  of  cases  the  addition  of  any  pro- 
cedure to  that  of  simple  closure  will  in  the  long  run 
raise  the  mortality  rate.  Several  foreign  surgeons, 
however,  advocate  radical  resection  for  perforation. 
Evaluation  of  mortality  figures  is  difficult  because 
they  operate  only  in  good  risk  patients  with  a very 
short  duration  of  perforation.  Some  reports  advo- 
cating resection  for  perforation  have  been  made  in 
this  country,  hut  the  method  was  abandoned  be- 
cause the  mortality  rate  did  not  justify  the  pro- 
cedure. 

For  a time  gastro-enterostomy  with  closure  of 
the  perforation  was  a popular  method  of  treating 
the  indurated  type  of  ulcer  because  this  type  of 
ulcer  occasionally  caused  obstruction  at  the  pyloric 
outlet.  This  method  of  treating  perforated  ulcers 
lost  favor,  because  it  increased  the  mortality  rate 
and  the  possibility  of  post-operative  sequelae.  It  is 
clearly  indicated  in  the  recent  literature  that  there 
has  been  too  much  fear  of  obstructing  the  polyrus 
following  closure  alone.  With  the  use  of  constant 
gastric  suction  it  is  now  apparent  that  troublesome 
acute  post-operative  obstruction  of  the  pylorus  is 
infrequently  encountered  despite  the  fact  that  at 
the  time  of  operation  the  duodenum  may  appear 
to  he  occluded. 

2.  Pyloric  Obstruction 

Obstruction  usually  occurs  after  the  ulcerating 
process  has  been  present  for  some  time.  Acute 
ulcers  rarely  cause  obstruction.  Gastric  retention 
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when  due  to  the  edema  of  re-activation  of  ulcer 
usually  is  temporary  and  subsides  under  medical 
treatment,  but  tends  to  recur. 

The  more  chronic  forms  of  ulceration  are  often 
associated  with  scar  tissue  which  causes  stenosis 
by  contraction.  The  more  important  deformities 
caused  by  contraction  of  the  cicatrix  are  stenosis  of 
the  pylorus  with  resultant  obstruction  and  dilata- 
tion of  the  stomach,  approximation  of  the  cardiac 
and  pyloric  orifices  by  the  healing  ulcers  on  the 
lesser  curvature,  hour-glass  stomach  produced  by 
the  cicatrization  of  saddle  ulcers  or  multiple  ulcers 
extending  around  the  stomach,  and  more  rarely, 
stenosis  of  the  cardiac  orifice.  Occasionally,  an 
ulcer  in  the  stomach  a considerable  distance  away 
from  the  pylorus  is  capable  of  producing  definite 
retention  of  gastric  content.  Peptic  ulcer  of  the 
stomach  or  duodenum  may  cause  retention  by  pro- 
ducing spasm  of  the  pylorus.  Extension  of  inflam- 
mation from  an  ulcer  contiguous  to  the  pylorus 
may  involve  the  sphincter,  causing  periodic  reten- 
tion. In  periods  of  definite  activity  retention  may 
develop,  and  then  disappear  during  intervals  of 
quiescence  of  the  ulcer. 

Emery  and  Munroe17  and  others  have  pointed 
out  that  the  great  majority  of  patients  with  100 
per  cent  retention  at  one  examination  is  not  an  indi- 
cation for  surgery.  Such  patients  when  placed  on 
strict  medical  treatment  consisting  of  alkaline  ther- 
apy, antispasmodics,  and  aspiration  will  recover 
without  surgery.  It  is  only  when  retention  of  40 
per  cent  persists  or  recurs  on  adequate  medical 
treatment  that  surgery  is  recommended.  Persist- 
ence or  recurrence  of  gastric  retention  due  to  true 
cicatricial  pyloric  stenosis  of  a duodenal  ulcer  or 
to  a disturbance  of  gastric  motility  in  the  presence 
of  a gastric  ulcer  is  amenable  only  to  surgical 
treatment. 

3.  Hemorrhage 

Hemorrhage  is  one  of  the  more  serious  compli- 
cations of  peptic  ulcer  and  next  to  perforation  the 
commonest  cause  of  death.  Acute  massive  hemor- 
rhage as  a rule  is  not  an  indication  for  surgery. 
The  bleeding  peptic  ulcer  represents  a serious  prob- 
lem to  both  the  internist  and  the  surgeon.  Quite 
frequently  the  question  arises  as  to  whether  medical 
management  shall  be  relied  upon  or  whether  an 
operation  shall  be  performed.  It  is  well  known  that 
bleeding  occurs  in  from  20  to  35  per  cent  of  the 
cases  of  peptic  ulcer.  In  many  instances  the  bleed- 


ing is  manifest  through  persistence  of  a secondary 
anemia  and  the  presence  of  occult  blood  in  the 
stool.  As  a rule  these  cases  provide  no  serious 
problem  because  no  emergency  exists.  Should  heal- 
ing of  the  ulcer  with  resultant  disappearance  of 
blood  from  the  stool  and  improvement  in  the  blood 
picture  not  follow  careful  medical  management, 
an  operation  of  election  may  be  necessary.  The 
massive  exsanguinating  type  of  hemorrhage  con- 
stitutes a serious  emergency.  Occasionally  one  or 
repeated  hemorrhages  occurring  in  patients  other- 
wise well  may  be  so  severe  as  to  threaten  life,  and 
the  question  of  operation  then  has  to  be  considered. 

Death  from  exsanguination  occurs  in  from  10 
to  15  per  cent  of  the  patients  who  suffer  with 
massive  hemorrhage  from  a peptic  ulcer.  Gold- 
man18 and  others  emphasize  the  fact  that  too  many 
physicians  believe  gross  hemorrhage  from  an  ulcer 
is  rarely  fatal  and  adopt  a policy  of  watchful  wait- 
ing. Allen  and  Benedict,1''1  among  others,  have  em- 
phasized the  observations  that  the  danger  of  a 
fatality  rises  rapidly  with  advancing  age  and  is 
materially  higher  in  patients  beyond  the  age  of 
fifty  years  than  in  younger  individuals.  Recovery 
from  a massive  hemorrhage  offers  no  assurance 
that  subsequent  bleeding  from  a duodenal  or  gastric 
ulcer  will  not  occur.  Means20  has  directed  attention 
to  the  observation  that  as  the  mortality  from  mas- 
sive hemorrhage  increases  with  age,  so,  too,  does 
it  increase  with  each  recurrence. 

Hunt21  points  out  that  many  surgeons  and  intern- 
ists subscribe  to  the  folowing  policy  in  the  treat- 
ment of  massive  hemorrhage  from  peptic  ulcer: 
(1)  In  the  treatment  of  massive  hemorrhage  from 
peptic  ulcer,  whether  primary  or  recurrent,  one  of 
the  most  important  measures  is  transfusion  for  the 
purpose  of  restoring  blood  volume.  (2)  In  the 
patient  under  fifty  years  of  age  operation  seldom 
if  ever  is  indicated  during  the  hemorrhage.  (3) 
Repetition  of  massive  hemorrhage  two  or  more 
times  in  patients  under  fifty  years  of  age  warrants 
surgical  intervention  as  soon  as  the  patient's  general 
condition  will  permit  an  operation  of  election  with 
a maximum  degree  of  safety.  (4)  In  patients  more 
than  fifty  years  of  age,  operation  is  advised  in  those 
patients  who  show  no  improvement  as  the  result 
of  intermittent,  repeated  or  continuous  transfu- 
sion in  from  twelve  to  twenty-four  hours.  (5)  In 
patients  more  than  fifty  years  of  age  who  have  re- 
covered from  a massive  hemorrhage  through  the 
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employment  of  non-surgical  measures,  fate  should 
not  again  he  tempted,  but  surgical  measures  ad- 
vised. 

Acute  massive  hemorrhage  from  a peptic  ulcer 
which  is  not  subsiding  is  a most  dramatic  situa- 
tion. When  matters  proceed  from  bad  to  worse  and 
the  bleeding  continues  under  non-surgical  treat- 
ment including  the  transfusion  of  blood,  early  sur- 
gical attack  directly  upon  the  bleeding  lesion  even 
though  the  hazards  are  great,  may  provide  the  only 
life  saving  method.  Surgical  treatment  during  ac- 
tive hemorrhage  from  an  ulcer  embraces  two  im- 
portant principles : that  the  operation  be  a direct 
one  with  excision  of  the  bleeding  lesion,  and  that 
the  operation  be  performed  early.  Finsterer,22 
Gordon-Taylor,  and  others  emphasized  the  impor- 
tance of  an  early  operation,  one  performed  within 
twenty-four  or  forty-eight  hours. 

In  general  the  mortality  rate  following  surgical 
intervention  for  massive  hemorrhage  from  peptic 
ulcer  has  been  largely  in  excess  of  the  mortality 
when  treatment  has  been  entirely  by  non-surgical 
measures,  because  it  has  been  the  mortality  of 
surgical  procedures  instituted  late  in  the  cases  of 
medical  failure,  and  not  the  mortality  rate  of  early 
surgical  treatment  in  all  cases  of  bleeding  ulcer. 
Finsterer  has  recently  reported  only  three  deaths 
following  gastric  resection  in  seventy-one  cases 
of  bleeding  ulcer,  a mortality  rate  of  4.2  per  cent. 

Surgeons  writing  on  the  problem  of  the  treat- 
ment of  gastric  or  duodenal  hemorrhage  from 
ulcer  invariably  make  a plea  that  they  be  con- 
sulted early  and  that  the  responsibility  of  deciding 
upon  surgical  therapy  be  divided  equally  between 
the  surgeon  and  the  internist  at  the  onset  of  the 
hemorrhage.  By  such  cooperation  it  is  hoped  that 
a better  decision  as  to  the  time  for  surgery,  if  in- 
dicated, can  be  made,  and  that  surgery  will  not 
be  considered  a final  gesture  to  be  employed  only 
after  the  failure  of  medical  treatment. 

In  young  persons  surgery  may  be  withheld  to 
see  if,  under  medical  treatment,  the  ulcer  crater 
will  entirely  heal  and  the  patient  will  remain  symp- 
tom free.  Otherwise,  resection  is,  as  a rule,  wise 
after  the  patient  has  recovered  from  the  acute  blood 
loss.  Surgery  is  indicated  in  patients  having  re- 
current hemorrhage  on  adequate  medical  treat- 
ment, regardless  of  age,  since  it  has  been  empha- 
sized that  there  is  an  abrupt  rise  in  mortality  fol- 
lowing the  second  hemorrhage. 


Schindler23  believes  that  gross  hemorrhage  is 
one  of  the  most  important  indications  for  gas- 
troscopy. As  soon  as  possible  after  the  patient  has 
recovered  sufficiently,  x-ray  examination  and  gas- 
troscopy should  be  carried  out.  By  gastroscopy 
the  source  of  the  hemorrhage  may  be  revealed, 
such  as  that  from  tiny  hemorrhagic  erosions,  small 
ulcerations  in  hypertrophic  gastritis,  and  similar 
lesions  which  are  not  shown  by  x-ray. 

4.  Failure  of  Medical  Management 

From  the  internist  point  of  view,  Jones  states 
that  the  most  difficult  decision  in  ulcer  therapy  is 
that  of  advising  surgery  because  of  the  failure  of 
medical  treatment.  Blahd24  has  found  that  if  an 
ulcer  shows  a crater  formation,  and  a small  amount 
of  barium  is  retained  in  the  depths  of  the  crater, 
it  is  intractable  to  medical  treatment  and  operation 
should  be  performed.  The  individuals  coming 
under  this  classification  usually  have  severe  pain 
not  relieved  by  medication,  rest,  or  diet,  and  which 
is  without  intervals  of  relief  or  periods  of  remis- 
sion. These  patients  frequently  have  a high  acid 
value.  Surgery  in  these  instances  should  be  under- 
taken with  the  idea  of  giving  the  patient  more  ade- 
quate protection  against  recurrences.  It  is  in  this 
group  that  the  argument  between  the  conservative 
versus  radical  operative  procedures  is  most  heated. 
During  the  last  two  years  the  reports  indicate 
strongly  that  the  surgeons  recommending  radical 
procedures  are  more  numerous. 

5.  A Suspicion  of  Cancer 

Malignant  degeneration  or  a suspicion  of  cancer 
is  definitely  a threat  in  all  ulcer  patients  and  may 
be  called  an  indication  for  surgery.  Since  the  in- 
cidence of  cancer  of  the  duodenum  is  so  small,  it  is 
thought  that  an  ulcer  never  becomes  malignant  in 
this  region. 

Malignant  degeneration  was  first  suggested  by 
Cruveilhier'-’"'  in  1839.  The  tendency  of  gastric 
ulcers  to  become  cancerous  has  been  commented 
on  repeatedly  by  pathologist  and  surgeon  since 
that  time.  That  ulcers  of  the  stomach  may  be  the 
origin  of  carcinoma  seems  definitely  established.  It 
is  of  considerable  importance  to  the  surgeon,  inas- 
much as  his  treatment  of  gastric  ulcer  must  be 
profoundly  influenced  by  his  opinion  of  the  pro- 
portion of  simple  ulcers  in  which  this  carcinoma- 
tous change  may  be  expected.  The  surgeon  who 
believes  that  this  proportion  is  over  50  per  cent 
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will  advocate  more  radical  procedures  than  the 
surgeon  who  believes  it  is  less  than  5 per  cent. 

Cabot  and  Adie26  have  recently  reviewed  the 
trend  of  opinion  on  this  subject,  and  have  shown 
the  fluctuations  of  surgical  opinion  on  the  estimated 
percentage.  From  their  article  it  is  found  that  of 
eighty-two  reports,  seventy-four  authors  believe 
that  less  than  10  per  cent  of  gastric  ulcers  develop 
carcinoma;  while  fifteen  believe  the  frequency  to 
be  over  50  per  cent. 

Alvarez  and  McCarty27  have  shown  that  the 
size  of  the  ulcer  may  give  some  clue  regarding  its 
potentiality  of  becoming  malignant.  They  showed 
that  23  per  cent  of  the  carcinomas  resected  at  the 
Mayo  Clinic  are  within  the  size  of  benign  ulcers. 
They  stated  further  that  if  an  ulcer  is  larger  than 
3 cm.  in  diameter,  it  is  almost  certain  carcinoma. 
Small  carcinomas  of  the  stomach  may  be  produc- 
tive of  a syndrome  which  clinically  is  with  diffi- 
culty distinguished  from  peptic  ulcer. 

Clinical  evidence  has  been  furnished  by  many 
observers  and  there  are  definite  examples  reported 
in  which  carcinoma  has  been  preceded  by  a long 
history  of  ulcer.  A very  sound  objection  to  infer- 
ences drawn  from  this  is  the  difficulty  not  un- 
commonly encountered  in  differentiating  gastric 
from  duodenal  ulcer.  Several  authors  claim  that 
the  transition  from  simple  ulcer  to  carcinoma  is 
marked  by  the  change  from  hyperacidity  to  anacid- 
ity,  the  appearance  of  a tumor,  and  cachexia  in  the 
course  of  long  observed  cases.  Lockwood,28  in  one 
hundred  and  seventy-four  cases  of  gastric  carci- 
noma, found  a suggestive  history  of  ulcer  in  7 per 
cent,  definite  in  3 per  cent.  Less  than  5 per  cent 
of  carcinomas  developed  in  three  hundred  and 
forty-six  ulcers  of  the  stomach  treated  by  medical 
measures  and  observed  by  Greenough  and  Joslin,2'3 
and  by  Hemmetor.30  Joslin31  later  published  fig- 
ures showing  that  24  per  cent  of  the  late  deaths 
following  operation  for  gastric  and  duodenal  ulcers 
were  from  cancer  of  the  stomach.  Balfour32  re- 
ports that  in  seven  hundred  and  ninety-nine  cases 
operated  on  for  gastric  ulcer  at  the  Mayo  Clinic, 
33  or  4.1  per  cent  died  of  cancer  during  a seven 
year  period.  In  1610  cases  cited  by  Ewing,33  the 
frequency  was  2.2  per  cent  and  he  believes  it  quite 
possible  that  some  of  these  were  originally  cancer. 

Holmes  and  Hampton34  showed  that  87  y2  per 
cent  of  the  prepyloric  ulcers  they  studied  at  the 
Massachusetts  General  Hospital  were  malignant. 


In  one  of  the  groups  studied  they  found  eight  cases 
of  prepyloric  ulcer  upon  whom  gastro-enteros- 
tomy  was  done,  which  were  declared  benign  at 
operation.  Later  on  all  eight  cases  proved  to  he 
carcinoma.  They  concluded  from  their  study,  that 
all  chronic,  indurated,  prepyloric  ulcers  should  he 
considered  malignant  and  treated  by  wide  resec- 
tion. They  also  said  the  same  was  true  of  chronic 
ulcers  of  the  greater  curvature,  and  probably  those 
of  the  cardia  as  well.  From  the  above  findings  it  is 
evident  that  a large  percentage  of  patients  who  die 
from  gastric  carcinoma  can  be  cured  by  early  sur- 
gery. There  is  no  doubt  that  at  present  surgical 
removal  is  the  only  known  cure  for  gastric  carci- 
noma, yet  comparatively  few  receive  surgical 
treatment. 

Balfour  and  Gray35  state  that  one  of  the  most 
interesting  phenomena  in  the  behavior  of  malig- 
nant processes  of  the  stomach  is  the  sharp  line  of 
demarcation  of  the  lesion  at  the  pylorus.  For  this 
reason  an  ulceration  located  definitely  in  the  duo- 
denum may  be  discounted  as  not  malignant.  On 
the  other  hand,  too  great  emphasis  cannot  be  placed 
on  the  possibility  of  malignancy  in  a lesion  which 
is  visualized  on  the  proximal  side  of  the  pylorus. 
This  is  regardless  of  size  or  position.  The  impres- 
sion has  been  widespread  that  gastric  carcinoma 
exists  only  in  the  presence  of  anacidity.  Benign 
lesions  of  the  stomach  may  exist  with  very  low 
acidity;  malignant  lesions  are  often  observed  in 
stomachs  in  which  a relatively  high  degree  of 
acidity  is  present.  While  dogmatic  statements  may 
he  subject  to  criticism  under  many  circumstances, 
particularly  when  dealing  with  the  variabilities  of 
diseases  of  man,  in  this  instance  dogmatism  must 
have  a place,  for  a lesion  on  the  gastric  side  can- 
not be  excluded  as  to  malignancy  or  nonmalig- 
nancy except  by  operation.  Under  exceptional  cir- 
cumstances, an  attempt  to  treat  the  condition  con- 
servatively is  justifiable,  but  only  under  constant 
supervision.  One  characteristic  of  gastric  ulcers 
is  that  the  response  is  rapid  to  a well-planned  med- 
ical regimen.  Repeated  x-ray  observations  should 
be  made,  and  in  the  absence  of  improvement  with- 
in two  weeks,  exploration  should  be  advised. 

It,  therefore,  seems  logical  that  the  surgeon 
should  be  influenced  by  the  location  of  the  gastric 
ulcer,  because  of  the  frequency  of  malignancy  in 
certain  areas.  Gastric  ulcers  within  one  inch  of 
the  pylorus  should  be  considered  malignant  until 
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proved  otherwise.  Early  surgery  should  be  advised 
or  rigid  medical  treatment  with  frequent  roentgen- 
ologic examinations  for  an  indefinite  period,  re- 
gardless of  apparent  early  clinical  improvement. 
Very  large  ulcerations  or  ulcerations  on  the  greater 
curvature  should  also  be  considered  malignant. 
Scott30  urges  that  all  gastric  ulcers  be  resected 
which  do  not  respond,  under  strict  medical  man- 
agement, by  diminution  of  symptoms  the  first 
week,  complete  disappearance  of  symptoms  and 
absence  of  occult  blood  in  stools  the  second  week, 
and  disappearance  of  the  filling  defect  by  fluoro- 
scopy by  the  end  of  the  third  week.  Walters"7  ad- 
vocates surgery  for  gastric  ulcer  in  patients  who 
have  had  a hemorrhage  when  the  x-ray  shows  a 
crater,  when  the  lesion  is  producing  pyloric  ob- 
struction. and  when  the  ulcer  is  near  the  pylorus 
or  on  the  greater  curvature. 

The  therapeutic  test  in  which  clinical,  roentgeno- 
logical and  gastroscopic  observation  is  conducted 
for  a peirod  of  four  weeks,  during  which  time 
intensive  medical  treatment  of  the  gastric  lesion 
is  carried  out.  has  found  a distinct  place  in  the 
differential  diagnosis  of  some  of  these  gastric 
lesions.  There  is  today  unanimous  opinion  that 
when  any  doubt  exists  regarding  the  true  nature  of 
the  lesion,  surgical  treatment  is  indicated. 

Historical 

The  surgeons  who  planned  and  perfected  stom- 
ach operations  were  courageous  in  attempting  this 
pioneer  work.  The  procedures  bear  many  of  the 
famous  surgeons’  names.  The  value  of  their  con- 
tributions is  immeasurable. 

The  first  gastrectomy  was  performed  by  l’eair* 
in  1878  for  gastric  carcinoma,  followed  bv  Ry- 
dygier39  in  1880,  but  neither  of  these  patients  re- 
covered. Billroth40  performed  the  first  successful 
gastric  resection  in  1881.  The  technique  used  in 
these  first  three  gastric  resections  was  the  same, 
in  that  the  narrowed  stump  of  the  stomach  was 
united  with  the  duodenum.  This  procedure  be- 
came known  as  the  “Billroth  1“  method. 

Wolfler,41  at  the  suggestion  of  his  assistant, 
Nicoladoni,  introduced  gastro-enterostomy  the 
same  year  Billroth  performed  his  first  resection  of 
the  stomach.  It  was  an  anterior  anti-peristaltic 
gastro-enterostomy. 

Curvoisier,42  in  1883,  proposed  posterior  gastro- 
enterostomy. The  posterior  surface  of  the  stomach 


was  exposed  through  a transverse  division  of  the 
mesocolon  and  either  the  duodenojejunal  flexure 
or  the  first  portion  of  the  jejunum  was  utilized  in 
the  anastomosis.  A on  Hacker,43  in  1885,  improved 
on  the  method  of  Curvoisier,  by  tearing  through 
the  mesocolon  and  using  the  jejunum  at  a point 
twenty  to  twenty-five  cm.  from  the  duodeno- 
jejunal flexure  for  attachment  to  the  stomach.  The 
same  year  Billroth  operated  upon  a patient  in 
whom  he  found  a large  cancer  of  the  stomach.  In 
Billroth’s  opinion  it  was  thought  inadvisable  due 
to  the  patient’s  poor  condition,  to  extirpate  the 
tumor,  therefore,  he  performed  a gastro-enteros- 
tomy. The  patient  withstood  this  operation  so  well 
that  Billroth  decided  he  could  withstand  removal 
of  the  tumor  as  well.  He  subsequently  removed 
the  tumor  and  closed  the  lines  of  resection  of  the 
stomach  and  duodenum.  This  became  known  as 
the  “Billroth  II”  method. 

Hofmeister,44  in  1888,  advised  closing  th  • upper 
portion  of  the  cut  end  of  the  stomach  and  used 
only  the  lower  portion  in  establishing  continuity 
with  the  jejunum,  following  partial  gastric  re- 
section. 

Lauenstein,  as  early  as  1890,  suggested  anasto- 
mosis between  the  afferent  and  efferent  loops  of 
jejunum  in  order  to  drain  the  dependent  portion 
of  the  proximal  loop  and  thus  avoid  regurgitation. 
This  was  first  done  by  Braun  and  Jaboulay45  in 
1892.  Subsequently,  surgeons  found  the  method 
particularly  useful  where  the  proximal  loop  is 
unusually  long,  as  in  the  anticolic  type  of  anas- 
tomosis, and  it  has  been  used  extensively.  In  this 
same  year  Murphy  reported  his  epoch-making 
work  in  the  production  of  cholecysto-intestinal, 
gastro-intestinal  and  entero-intestinal  anastomosis 
and  approximation  without  sutures  “by  means  of 
a special  button.” 

Jaboulay,  in  1894,  performed  the  operation  of 
gastro-duodenostomy  and  a year  later  the  opera- 
tion was  performed  independently  by  Kummell. 

Two  interesting  contributions  were  made  in 
1898  when  Schoemaker  introduced  a modification 
of  the  Billroth  I procedure  for  partial  resection. 
This  operation  was  accomplished  by  means  of  a 
special  clamp  with  two  widely-angled  blades, 
which  so  gripped  the  stomach  that  a large  portion 
of  the  lesser  curvature  and  a smaller  portion  of 
the  greater  curvature  were  removed.  The  upper 
arm  of  the  angle  was  closed  and  the  smaller  open- 
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ing,  which  was  left  between  the  lower  angles, 
was  then  united  directly  to  the  cut  end  of  the  duo- 
denum. The  same  year  Roux  performed  the  Y- 
shaped  gastro-enterostomy.  He  divided  the  je- 
junum completely,  implanted  the  distal  end  in  the 
stomach  and  the  proximal  end  into  the  side  of 
the  distal  end.  The  hepatic  and  pancreatic  secre- 
tions were  then  admitted  to  the  jejunum  at  a dis- 
tance of  about  7.5  cm.  distal  to  the  site  of  the 
gastro-intestinal  anastomosis  and  were,  therefore, 
less  likely  to  enter  the  stomach  and  cause  vomiting. 
In  the  light  of  recent  experimental  work  on  the 
physiologic  aspects  of  secondary  ulceration,  the 
fact  that  there  was  a considerable  length  of  je- 
junum which  was  not  being  reached  by  the  alka- 
line secretions  from  the  liver  and  pancreas,  un- 
doubtedly accounts  for  the  high  frequency  of 
secondary  ulceration  near  the  anastomosis  in  these 
cases. 

The  Billroth  II  method  for  resection  of  the 
stomach  was  found  to  be  impractical  in  cases  where 
large  portions  of  the  stomach  had  to  be  resected. 
It  was  found  that  the  remaining  stomach  stump 
was  too  small  to  occlude  by  this  operation  because 
it  left  no  room  for  a gastro-enterostomy.  Polya,'*'1 
in  1911,  devised  a new  technic  for  overcoming 
this  difficulty  in  which  he  closed  the  cut  end  of  the 
duodenum,  brought  up  a loop  of  jejunum  through 
the  mesocolon  and  performed  an  end-to-side  anas- 
tomosis with  the  cut  end  of  the  stomach. 

Balfour,  in  1917,  advised  utilizing  a long  loop 
of  jejunum  which  he  brought  up  anterior  to  the 
colon,  and  mentioned  the  advisability  of  making 
an  entero-anastomosis  at  the  dependent  part  of  the 
afferent  loop  in  cases  with  low  acidity.  Von 
Haberer  and  Finney,47  in  1922  and  1924  respec- 
tively, suggested  closing  the  cut  end  of  the  duo- 
denum and  making  an  end-to-side  anastomosis  be- 
tween the  stomach  and  the  second  portion  of  the 
duodenum.  Moynihan  utilized  the  Y principle  of 
Roux  hut  the  objection  to  this  method  was  the  ne- 
cessity of  many  lines  of  suture. 

Innumerable  contributions,  in  addition  to  those 
mentioned,  have  been  made  either  in  modifying 
some  of  these  procedures  or  in  suggestions  as  to 
improving  the  technic  whereby  the  desired  result 
might  be  obtained.  In  particular,  the  contributions 
of  Moynihan  and  of  W.  J.  and  C.  H.  Mayo  have 
been  of  outstanding  merit  in  perfecting  posterior 
gastro-enterostomy.  W.  J.  Mayo  has  advocated 


the  use  of  three  rows  of  sutures  in  making  the 
anastomosis  and  attached  the  jejunum  to  the 
stomach  in  an  antiperi staff ic  line.  The  line  of  the 
anastomosis  started  just  to  the  right  of  the  angle 
on  the  posterior  wall  near  the  lesser  curvature  and 
continued  obliquely  across  the  posterior  wall  to  a 
point  just  to  the  left  of  a vertical  projection  of 
the  angle  on  the  greater  curvature.  The  proximal 
loop  of  jejunum  was  attached  to  the  lesser  curva- 
ture and  the  distal  loop  to  the  greater  curvature 
and  in  this  way  was  not  interrupted  at  the  flexure. 
The  rent  in  the  mesocolon  was  sutured  to  the 
stomach,  slightly  away  from  the  anastomosis.  The 
loop  in  these  cases  was  2.5  to  7 cm.  long. 

Pyloroplasty  : Heineke,  in  1886,  performed 
the  first  plastic  operation  for  relief  of  a benign 
stricture  of  the  pylorus.  Mikulicz,48  working  inde- 
pendently and  without  knowledge  of  Heineke’s 
work,  described  a similar  operation.  The  opera- 
tion has  been  known  subsequently  as  the  Heineke- 
Mikulicz  pyloroplasty.  Rydygier,  in  1887,  sug- 
gested resection  of  the  bleeding  ulcer  by  means  of 
pyloroplasty. 

Kocher,  in  1891,  performed  end-to-side  gastro- 
duodenostomy  following  pylorectomy.  Jaboulay, 
in  1889,  performed  submucous  pyloroplasty,  which 
was  later  popularized  by  Ramstedt  and  has  been 
known  as  his  operation  for  congenital  stenosis  of 
the  pylorus. 

Richardson,  in  1899,  Morrison,  in  1900  and 
Mayo-Robson,  in  1901  each  described  modifica- 
tions of  the  Heineke-Mikuliez  pyloroplasty  and  re- 
ported several  successful  cases.  Halstead,  in  1901, 
described  a new  modification  using  a lateral  anas- 
tomosis from  which  Finney,  in  1902,  worked  out 
the  pyloroplasty  that  today  bears  his  name. 

Prior  to  1914  the  most  popular  procedure  for 
inflammatory  lesions  of  the  stomach  and  duo- 
denum was  gastro-enterostomy.  A few  ulcers  had 
been  excised  by  use  of  the  knife  hut  Balfour,  in 
1914,  recommended  and  used  the  electric  cautery 
for  the  excision.  Horsley,49  in  1919,  used  a new 
pyloroplasty  with  a straight  incision,  excised  the 
ulcer  if  possible  and  closed  the  incision  in  a trans- 
verse direction  using  only  the  gastric  tissue. 

Strauss,  in  1921,  modified  this  method  by  mak- 
ing the  incision  in  the  shape  of  a tongue,  through 
the  pyloric  muscle,  excising  the  ulcer  and  anas- 
tomosing the  two  areas  together. 
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Judd,  in  1923,  described  a modification  in  which 
he  excised  the  ulcer  and  continued  the  incision  so 
as  to  explore  the  posterior  wall.  The  ulcer  was  in- 
cluded in  two  semilunar  incisions,  the  ends  of 
which  joined.  The  upper  incision  was  placed  so 
that  the  middle  lay  opposite  the  center  of  the  py- 
loric ring  with  its  convexity  upward.  The  lower 
incision  was  similarly  placed  but  with  its  convexity 
downward.  The  closure  was  accomplished  in  layers 
in  the  same  direction. 

C.  H.  Mayo,50  in  1924,  introduced  the  large  flap 
gastro-duodenostomy  instead  of  the  narrow  flap 
of  Finney  but  so  adapted  it  as  to  excise  the  anterior 
pyloric  ulcer,  either  low  in  the  stomach  or  in  the 
dudodenum.  More  extensive  use  of  the  cautery  was 
recommended  when  the  lesion  was  situated  on  the 
posterior  wall.  Rarely  does  a year  pass  without 
some  modification  being  added  to  the  listed  pro- 
cedures but  they  are  too  numerous  to  recapitulate 
in  detail. 

Surgical  Treatment 

The  primary  purposes  of  operation  for  peptic 
ulcer  are  to  relieve  the  symptoms,  to  protect  the 
patient  against  complication  of  ulcer,  to  restore 
him  to  his  usual  efficiency  and  to  enable  him  to  live 
normally.  The  methods  by  which  these  purposes 
may  be  achieved  vary  greatly  and  no  one  method 
may  be  applied  to  all  cases.  Surgical  procedures 
for  duodenal  and  gastric  ulcer,  curative  in  pur- 
pose, are  of  three  general  types : ( 1 ) Plastic  opera- 
tion on  the  pylorus  with  or  without  excision  of  the 
ulcer;  (2)  the  indirect  operations  of  gastro-en- 
terostomy  and  gastro-duodenostomy  with  or  with- 
out excision  of  the  ulcer;  and  (3)  gastric  resection 
with  one  method  or  another  of  restoring  gastro- 
intestinal continuity. 

It  is  apparent  that  the  surgeon  must  be  prepared 
to  carry  out  a variety  of  operations  in  the  treatment 
of  peptic  ulcer,  depending  on  the  individual  case. 
The  general  condition  may  be  greatly  affected  by 
such  complications  as  hemorrhage  or  perforation, 
with  resultant  shock  which  would  restrict  the  extent 
of  surgical  intervention.  Such  local  conditions  as 
dense  adhesions  might  limit  the  extent  of  operative 
procedure.  The  surgeon  should  be  guided  directly 
by  the  condition  of  the  patient  and  what  he  finds 
in  each  individual  case  and  apply  the  operation 
which  is  most  appropriate  and  expedient. 


Excision  of  the  Ulcer 

Simple  excision  of  a peptic  ulcer  is  an  operation 
which  a surgeon  rarely  performs  at  the  present 
time,  due  to  the  high  incidence  of  recurrence  of 
ulceration  following  this  procedure.  This  is  also 
true  of  cautery  destruction  of  an  ulcer.  Knife  or 
cautery  excision  does  not  provide  for  the  altera- 
tion of  gastric  function  and  gastric  acidity  required 
for  protection  against  recurrent  ulceration.  About 
90  per  cent  of  peptic  ulcers  occur  at  or  near  the 
pylorus  or  along  the  lesser  curvature  and  the 
danger  of  stenosis  attending  simple  excision  in  this 
location  is  great.  It  is  used  for  small  benign  lesions 
when  the  patient’s  general  condition  precludes  a 
more  extensive  operation.  It  is  obvious  that  simple 
excision  of  ulcers  which  are  located  on  the  anterior 
or  posterior  wall  of  the  body  of  the  stomach  is  rare- 
ly performed.  Excision  of  a perforated  ulcer  is 
sometimes  done  for  diagnosis. 

Pyloroplasty 

There  are  many  types  of  pyloroplasty.  The  old- 
est of  these  is  the  Heineke-Mikulicz  pyloroplasty. 
The  procedure  consists  in  dividing  the  strictured 
area  in  a line  parallel  with  the  axis  of  the  viscus 
and  suturing  the  incision  transversely.  The  ob- 
jections to  this  operation  are  that  it  may  be  fol- 
lowed by  a recurrence  of  the  stenosis  or  the  forma- 
tion of  a pouch.  The  Heineke-Mikulicz  operation 
done  for  an  ulcer  without  stenosis  may  not  be  so 
objectionable  as  it  would  be  in  one  with  stenosis, 
but  it  produces  a pouch.  The  type  of  pyloroplasty 
devised  by  Finney,  which  is  really  a gastro-duo- 
denostomy, overcomes  those  objections  because  the 
anastomosis  between  the  stomach  and  duodenum 
is  made  below'  the  limits  of  the  stenosis  and  is  in 
new  and  healthy  tissue. 

Horsley  uses  a physiologic  type  of  pyloroplasty 
where  there  is  a small  limited  ulcer  in  the  first  part 
of  the  duodenum  and  with  certain  types  of  small 
pre-pvloric  ulcers,  and  when  it  is  desired  to  give 
rest  to  the  stomach  after  excision  of  a small  gastric 
ulcer  in  other  regions  with  apparent  good  results. 
He  makes  an  incision  about  midway  between  the 
greater  and  lesser  curvatures  of  the  stomach,  be- 
ginning one  and  one-half  or  two  inches  from  the 
pylorus.  The  point  of  the  beginning  of  the  incision 
depends  upon  the  location  of  the  lesion.  If  the  ulcer 
requires  an  incision  of  one  inch  in  the  duodenum, 
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the  incision  in  the  stomach  must  be  at  least  two 
inches.  He  keeps  a ratio  so  that  the  portion  of  the 
incision  in  the  stomach  is  at  least  twice  as  long  as 
the  incision  in  the  duodenum.  The  incision  is  then 
sutured  transversely.  In  a series  of  sixty-eight 
cases  Horsely  had  three  deaths  and  fourteen  recur- 
rences of  the  ulcer.  This  operation  is  founded  not 
upon  a plastic  principle,  but  upon  a principle  of 
correcting  or  extirpating  the  pathologic  process  as 
far  as  possible  and  of  giving  physiologic  rest.  In 
border-line  cases  it  would  seem  better  to  do  a 
pyloroplasty  than  a gastro-enterostomy,  because  if 
a secondary  operation  has  to  be  done  it  is  easier  to 
to  deal  with  a recurrent  ulcer  after  pyloroplasty 
than  with  a jejunal  ulcer  after  gastro-enterostomy. 
Judd’s  modification  of  the  Horsely  operation  gives 
good  results  in  selected  cases.  Excision  of  the  an- 
terior wall  of  the  duodenum  together  with  a por- 
tion of  the  pyloric  muscle  is  of  distinct  advantage 
when  it  is  necessary  to  visualize  the  posterior  wall. 
Occasionally,  clear  evidence  of  an  anterior  lesion 
is  lacking  and  the  history  and  x-ray  evidence  is 
positive  for  ulcer.  Unless  the  posterior  wall  is 
examined,  it  is  impossible  to  determine  with  exact- 
ness the  presence  or  absence  of  ulceration. 

Balfour  and  Gray  have  found  the  cautery  to  be 
of  particular  value  for  lesions  in  this  situation. 
They  also  state,  that  in  general,  unless  there  is 
definite  pyloric  obstruction  of  long  standing,  ex- 
cision of  a duodenal  ulcer  with  a portion  of  the 
pyloric  muscle  and  plastic  reconstruction  of  the 
pyloric  orifice  should  be  done. 

Gastro-duodenostomy 

Gastro-duodenostomy  has  gradually  supplanted 
the  simple  Heineke-Milulicz  type  of  pyloroplasty 
with  its  various  modifications  because  of  its  greater 
application.  Hunt21  describes  a procedure  in  which 
he  modifies  the  lateral  anastomosis  of  Jaboulay  so 
as  to  utilize  the  second  and  third  positions  of  the 
duodenum.  His  method  can  be  used  in  certain 
cases  of  duodenal  ulcer  as  a primary  operation.  It 
may,  also,  be  employed  as  a conservative  operation 
instead  of  gastrectomy  after  taking  down  a gastro- 
enterostomy and  excision  of  a gastrojejunal  or 
jejunal  ulcer. 

Gastro-enterostomy 

Gastro-enterostomy  was  one  of  the  first  of  the 
standard  operations  on  the  stomach.  In  this  coun- 
try, it  is  still  the  most  popular  of  the  indirect  opera- 
tions, and  when  performed  with  adequate  indica- 


tion, will  bring  about  permanently  excellent  results 
in  a fair  percentage  of  cases.  An  added  advantage 
of  this  procedure  is  that  if  the  operation  fails  in  its 
purpose  and  for  any  reason  further  surgical  pro- 
cedures are  necessary,  the  gastro-enterostomy  may 
be  disconnected  with  relatively  little  difficulty. 

Posterior  gastro-enterostomy  will  give  excellent 
results  if  it  is  done  in  such  a manner  that  the  proxi- 
mal loop  of  jejunum  is  attached  to  the  right  of  the 
angle  of  the  stomach  on  the  lesser  curvature,  and 
the  distal  loop  on  the  greater  curvature  slightly  to 
the  left.  A loop  of  jejunum  of  sufficient  length  to 
allow  freedom  of  movement  but  with  no  excess, 
should  be  utilized.  Suture  of  the  transverse  meso- 
colon to  the  stomach  near  the  line  of  anastomosis 
will  prevent  a loop  of  bowel  from  projecting  into 
the  lesser  peritoneal  sac  and  will  prevent  retraction 
of  the  anastomosis  with  subsequent  kinking  and 
obstruction  to  the  distal  loop  of  jejunum.  In  cases 
in  which  the  mesocolon  is  short  and  contains  con- 
siderable fat,  anterior  gastro-enterostomy  may  be 
used.  Occasionally  an  entero-enterostomy  between 
the  anterior  loops  is  most  useful. 

Gastro-enterostomy  may  be  indicated  in  cases 
with  gastric  retention  due  either  to  cicatricial  py- 
loric stenosis  secondary  to  chronic  duodenal  ulcer, 
or  to  loss  of  gastric  motility  in  certain  cases  of 
gastric  ulcer  and  in  other  instances  following  local 
excision  of  a gastric  ulcer.  The  results  of  gastro- 
enterostomy in  the  cases  of  true  cicatricial  pyloric 
stenosis  of  duodenal  ulcer  are  the  most  brilliant 
in  gastro-duodenal  surgery,  from  the  standpoint 
not  only  of  ultimate  results,  but  also  of  mortality. 
However,  experience  by  many  has  shown  con- 
clusively that  gastro-enterostomy  may  not  be  em- 
ployed with  similar  success  in  other  cases  of  duo- 
denal ulcer  and  its  complications. 

Gastro-enterostomy  can  be  performed  with  little 
risk  under  certain  circumstances  in  which  the  risk 
of  any  other  operation  might  be  great  and  not  jus- 
tified. Gastro-enterostomy  continues  to  be  most 
useful  as  an  adjunct  to  conservative  local  excision 
of  a gastric  ulcer. 

If  a local  excision  of  a pyloric  ulcer  is  per- 
formed, and  the  ensuing  closure  may  obliterate 
the  pyloric  orifice,  and  unless  combined  with 
pyloroplasty,  gastro-enterostomy  must  be  per- 
formed. Gastro-enterostomy  with  a nearly  ob- 
structed pylorus  will,  as  a rule,  be  more  efficient 
and  give  better  clinical  results  than  one  performed 
in  the  presence  of  a patent  pylorus. 
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Occasionally  gastro-enterostomy  may  be  indi- 
cated for  gastric  lesions,  though  as  a rule  other 
procedures  are  preferable  in  ulcer  of  the  stomach. 

The  indications  for  gastro-enterostomy  and  for 
pyloroplasty  in  duodenal  lesions  constitute  two 
fields  which  tend  to  merge  into  each  other.  When 
an  ulcer  is  in  the  first  inch  of  the  duodenum,  its 
usual  location,  when  it  is  rather  small  and  accom- 
panied by  no  adhesions ; or  when  there  is  a very 
narrow  stricture  of  the  duodenum  at  the  pylorus, 
a pyloroplasty  of  the  physiologic  type  may  he  in- 
dicated along  with  excision  of  the  ulcer.  The  Fin- 
ney pyloroplasty  can  he  done  more  satisfactorily 
in  the  presence  of  adhesions  and  stenosis  than  the 
physiologic  pyloroplasty,  hut  in  any  pyloroplasty 
where  the  adhesions  are  extensive  there  may  he  a 
recurrence  of  the  symptoms. 

Lahey16  believes  that  gastro-enterostomy  is  not 
a desirable  operation  and  should  not  he  applied 
routinely  to  patients  with  duodenal  ulcer.  If  the 
patient  is  a had  risk  it  is  better  to  have  him  alive 
with  gastro-enterostomy,  even  if  the  incidence  of 
a subsequent  gastro-jejunal  ulcer  is  16  per  cent, 
than  to  submit  him  to  a more  ideal  operative  pro- 
cedure that  has  a hazard,  in  cases  not  acceptable 
for  partial  gastrectomy,  which  is  altogether  too 
great  to  he  reasonably  accepted. 

Posterior  gastro-enterostomy  is  discredited  in 
the  treatment  of  the  bleeding  case  in  recent  litera- 
ture. Walters37  states  that  gastro-enterostomy  will 
protect  the  patient  against  recurrence  of  hemor- 
rhage in  83  per  cent  of  the  cases,  and,  should  hem- 
orrhage recur,  it  is  seldom  of  serious  import.  Wes- 
termann51  reports  seventeen  patients  with  bleeding 
ulcer  on  whom  a gastro-enterostomy  was  per- 
formed and  who  later  developed  recurrent  hem- 
orrhage. Lewisohn52  believes  that  a posterior 
gastro-enterostomy  is  absolutely  futile  in  bleeding 
gastro-duodenal  ulcers.  Hinton53  states  that  thir- 
teen of  the  123  bleeding  ulcer  patients  seen  at 
Bellevue  Hospital  had  a previous  posterior  gastro- 
enterostomy. Many  others  believe  that  posterior 
gastro-enterostomy  does  not  protect  the  bleeding 
case  permanently  from  a recurrent  hemorrhage. 
According  to  Goldman,54  thirty  patients  in  his 
series  had  gross  hemorrhage  from  an  ulcer  after 
gastro-enterostomy.  He  advocates  removal  of  the 
ulcer  in  addition  to  a subtotal  gastrectomy  after 
the  method  of  Allen  and  Benedict.55 

With  gastro-enterostomy  generally  accepted  as 
inadequate  in  the  treatment  of  hemorrhage,  there 
has  been  a trend  toward  radical  gastric  resection 


after  the  teaching  of  Finsterer.50  He  reports  a 
mortality  of  4.3  per  cent  for  early  resection  in  mas- 
sive hemorrhage.  This  figure  goes  to  32.7  per  cent 
when  operation  is  delayed  by  a trial  of  medical 
treatment.  He  insists  that  surgical  therapy  should 
he  instituted  within  forty-eight  hours  of  the  initial 
massive  hemorrhage. 

About  the  same  results  are  reported  for  the  ex- 
clusion operation  as  for  gastro-enterostomy. 
Allen57  reports  disappointing  results  in  fifteen 
patients  in  whom  the  antrum  was  transected  and  a 
posterior  gastro-enterostomy  was  carried  out.  He 
abandoned!  this  type  of  procedure  for  radical  re- 
section with  removal  of  one-third  to  two-thirds  of 
the  distal  portion  of  the  stomach  as  well  as  the  ulcer- 
hearing portion  of  the  duodenum  when  possible. 
He  has  carried  out  this  operation  without  a fatality 
in  thirty-eight  consecutive  cases  of  posterior  wall 
duodenal  ulcer. 

Pyloric  Occlusion  with  Gastro-Entcrostomy 

This  operation  is  now  rarely  performed  hut  it 
still  has  advocates.  Horsley  uses  this  procedure  in 
lesions  which  seem  to  call  for  gastro-enterostomy, 
such  as  a large  or  infiltrating  ulcer,  stenosis,  or  an 
ulcer  with  numerous  adhesions  and  feels  that  the 
pyloric  end  of  the  stomach  usually  should  be 
occluded  entirely.  Walton  uses  it  in  performing 
a wedge  resection  of  the  stomach  when  the  ulcer 
is  on  the  lesser  curvature ; the  operation  being  fol- 
lowed by  a temporary  occlusion  of  the  pylorus  and 
a gastro-enterostomy.  Horsley’s  basis  for  the 
operation  is  that  it  gives  physiologic  rest  by  com- 
pletely diverting  the  gastric  contents  from  the 
lesion  in  the  duodenum,  thus  affording  an  oppor- 
tunity for  healing  that  could  not  occur  if  the  duo- 
denum continued  to  function  as  a channel  for  food. 
Walton’s  reason  is  that  this  method  in  his  hands 
gives  most  satisfactory  results. 

Gastrectomy 

Partial  or  subtotal  gastrectomy  has  for  many 
years  been  the  operation  of  choice  for  the  treat- 
ment of  duodenal  ulcer  in  continental  Europe, 
while  in  England  and  America  most  surgeons  em- 
ploy gastro-enterostomy. 

Since  1933,  when  Fogelson58  first  presented  a 
review  of  the  literature  on  medical  treatment  of 
gastroduodenal  ulcerative  disease,  and  called  atten- 
tion to  the  excellent  results  obtained  with  gastrec- 
tomy by  European  surgeons,  there  has  been  a 
steady  acceptance  of  this  method  of  treatment  of 
peptic  ulcer  in  this  country  and  England.  Ogilvie 
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in  England,  Graham  in  Canada,  Hinton,  Lahey, 
Priestly,  Eiss,  Lewisohn,  Cutler  and  Zollinger  and 
many  others  have  published  reports  during  the  past 
year  of  its  effectiveness  in  the  treatment  of  peptic 
ulcers. 

Lahey16  states  that  previous  to  1930,  at  the 
Lahey  Clinic,  three  resections  were  performed  to 
every  seven  conservative  operations  in  all  types 
of  ulcer,  gastric  and  duodenal.  Today  in  duodenal 
ulcers  seven  resections  are  performed  to  every 
three  conservative  operations.  In  the  last  ten  years 
the  figures  for  conservative  and  radical  operation 
have  been  completely  reversed. 

Priestly,3  Mayo  Clinic,  December  20,  1939,  re- 
ported three  hundred  and  thirty-two  patients  with 
duodenal  ulcer  in  which  gastro-enterostomy  was 
employed  in  60  per  cent  and  gastric  resection  in 
30  per  cent  of  the  cases.  It  is  obvious  that  gastro- 
enterostomy still  maintains  a very  definite  place 
in  the  surgical  treatment  of  benign  ulcer.  During 
each  of  the  last  few  years  the  incidence  of  partial 
gastrectomy  gradually  has  been  increased.  This 
increase  has  occurred  for  the  most  part  at  the  ex- 
pense of  plastic  operations  on  the  outlet  of  the 
stomach  which  have  decreased  in  frequency  in 
about  equal  proportions  to  the  increase  in  the  in- 
cidence of  gastric  resection. 

Gastrectomy  whether  subtotal  or  partial  has  ad- 
vanced to  an  important  position  in  the  treatment 
of  duodenal  ulcer.  The  frequency  with  which  gas- 
tro-enterostomy and  other  conservative  operations 
have  failed  to  provide  assurance  against  subse- 
quent bleeding  in  the  hemorrhagic  duodenal  ulcer, 
has  led  to  the  general  acceptance  of  the  policy  to 
attack  the  ulcer  directly  and  remove  it  with  the 
resected  stomach.  Likewise,  in  the  ulcer  which 
has  perforated,  particularly  in  those  instances  in 
which  the  pancreas  has  been  penetrated  and  a 
crater  ulcer  exists,  experience  has  proved  that  par- 
tial gastrectomy  facilitates  either  excision  or  ex- 
clusion of  the  lesion  with  eminently  good  results. 

The  treatment  of  gastric  ulcer  is  on  a different 
basis  from  that  of  duodenal  ulcer.  It  is  unwise  to 
assume  that  any  lesion  in  the  stomach  is  benign. 
The  usual  treatment,  therefore,  should  consist  of 
removal  of  the  lesion  and  an  operation  adequately 
adapted  to  establish  and  maintain  drainage  of  the 
stomach. 

Partial  or  subtotal  gastrectomy  is  applicable  in 
many  cases  of  gastric  ulcer,  particularly  in  those 
instances  in  which  the  ulcer  is  situated  in  the  py- 


loric half.  In  performing  gastrectomy  for  gastric 
ulcer,  the  safety  of  the  operation  is  materially 
enhanced  if  the  duodenum  is  avoided  and  the  re- 
section is  limited  distally  by  the  pyloric  ring.  Be- 
cause of  the  frequency  with  which  a posterior 
anastomotic  ulcer  has  followed  the  segmental  or 
sleeve  resection  with  end-to-end  anastomosis  of 
the  two  segments,  this  type  of  operation  is  prac- 
tically never  used.  In  performing  gastrectomy  for 
peptic  ulcer  the  magnitude  of  the  resection  deter- 
mines which  one  of  the  various  types  of  gastro- 
intestinal restoration  is  most  easily  applicable,  and 
of  these  the  Polya,  Balfour-Polya,  Billroth  I and 
II,  and  the  various  modifications  of  Finsterer, 
Hofmeister,  and  Haberer  are  those  most  fre- 
quently employed.  In  1938  Priestly  reported  a 
series  of  gastric  ulcer  cases  in  which  the  posterior 
Polya  type  of  operation  was  performed  in  70  per 
cent  of  the  patients. 

Clagett,59  Mayo  Clinic,  in  1939  reviews  a series 
of  272  patients  with  chronic  gastric  ulcer  who 
were  treated  surgically  from  1933  to  1937.  Most 
of  the  chronic  benign  ulcers  -were  situated  along 
the  lesser  curvature  in  the  vinicity  of  the  angle  of 
the  stomach.  They  were  operated  by  various 
methods  with  a mortality  of  5.9  per  cent ; posterior 
Polya  resections  in  131,  anterior  Polya  resections 
in  9,  Billroth  I resections  in  22,  excision  of  gastric 
ulcer  by  knife  or  cautery  combined  with  gastro- 
enterostomy in  50,  segmental  or  sleeve  resection  in 
10,  knife  or  cautery  excision  in  14,  gastro-enter- 
ostomy in  21,  pyloroplasty  with  excision  of  gastric 
ulcer  in  9,  gastro-gastrostomy  in  1,  gastrectomy 
in  1. 

The  advantages  of  the  Polya  type  of  resection 
lies  in  the  fact  that  this  procedure  removes  the 
lesion  and  also  provides  maximal  protection 
against  recurrence  of  ulceration.  The  procedure 
may  not  be  advisable  if  the  lesion  is  so  high  that 
resection  is  not  technically  feasible  or  if  the  pa- 
tient’s condition  does  not  warrant  such  an  exten- 
sive procedure. 

The  possibility  that  a gastric  ulcer  may  be  malig- 
nant, although  there  are  no  gross  changes  charac- 
teristic of  malignancy,  often  renders  advisable  a 
fairly  radical  removal  of  the  ulcer  and  surrounding 
tissue.  Billroth  I resection  was  used  only  when 
the  gastric  ulcer  was  in  the  pyloric  third  of  the 
stomach,  and  when  the  duodenum  was  large  and 
mobile. 
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Excision  of  the  gastric  ulcer  by  knife  or  cautery 
combined  with  gastro-enterostomy  was  carried  out 
in  fifty  instances.  Excision  of  the  gastric  ulcer 
combined  with  gastro-enterostomy  is  a very  satis- 
factory procedure  since  it  accomplishes  removal 
of  the  lesion  and  at  the  same  time  controls  gastric 
acidity,  thus  protecting  against  recurrence  of  the 
lesion.  The  ulcer  should  be  sufficiently  small  that 
excision  can  be  performed  readily.  If  conditions 
are  such  that  excision  combined  with  gastro- 
enterostomy is  quite  a formidable  procedure,  par- 
tial gastrectomy  is  preferable.  In  certain  cases, 
particularly  those  with  lesions  lying  high  along 
the  lesser  curvature  of  the  stomach,  local  excision 
associated  with  gastro-enterostomy  may  be  the 
procedure  of  choice. 

Segmental  or  sleeve  resection  of  the  portion  of 
the  stomach  in  which  the  lesion  is  situated  ade- 
quately removes  the  ulcer  itself  but  does  not  pro- 
tect against  subsequent  ulceration  and  is  some- 
times accompanied  by  some  disturbance  of  gastric 
peristalsis,  so  that  it  is  less  satisfactory  than  other 
procedures. 

Gastro-enterostomy  without  excision  of  the 
ulcer  is  used  when  the  patient’s  condition,  age,  or 
the  high,  inaccessible  position  of  the  ulcer  prevents 
a more  extensive  procedure.  It  is  not  an  operation 
of  choice  because  it  does  not  remove  tbe  lesion 
which  may  fail  to  heal  after  gastro-enterostomy. 
Moreover,  the  possibility  remains  that  the  lesion 
may  be  malignant. 

Gastro-gastrostomy  is  often  performed  for 
hour-glass  stomach  caused  by  a chronic  gastric 
ulcer.  Total  gastrectomy  is  occasionally  performed 
for  a large,  high  gastric  ulcer. 

Gastro-enterostomy  or  Gastrectomy 

Eiss60  writing  on  the  “Surgical  Management  of 
Duodenal  Ulcer’’  advocates  gastric  resection  as  tbe 
operation  of  choice,  because  it  gives  permanent 
relief  and  does  away  with  unfavorable  sequelae 
resulting  from  gastro-enterostomy.  Where  the 
condition  of  tbe  patient  is  such  as  to  preclude  bis 
withstanding  a lengthy  and  highly  technical  oper- 
ative procedure,  gastro-enterostomy  is  resorted  to 
as  an  emergency  measure. 

Eiss  reminds  us  of  two  important  steps  which 
are  worth  mentioning.  The  first  is  that  occasionally 
instead  of  first  resecting  the  distal  portion  of  the 
stomach  and  then  completing  the  anastomosis  as 
the  final  stage  of  a gastric  resection,  the  procedure 
is  reversed.  When  resection  is  left  to  the  last  and 


the  condition  of  the  patient  precludes  proper  term- 
ination of  the  operation,  the  distal  end  can  be 
rapidly  closed.  Resection  and  removal  of  this  end 
of  the  stomach  may  be  completed  at  some  other 
time  when  the  patient’s  condition  allows.  The  sec- 
ond is  that  he  frequently  utilizes  a Levine  tube  in 
the  course  of  the  operation.  The  tube  is  inserted 
a day  or  two  before  the  operation  for  repeated 
lavage.  When  the  stomach  is  resected  the  tube  is 
pulled  up  a few  inches  from  the  operative  field; 
after  the  anastomosis  is  completed  tbe  tube  is 
pushed  down  into  tbe  jejunum  for  six  inches  and 
left  in  situ  for  about  four  days.  This  facilitates 
the  administration  of  fluids  and  withdrawal  of 
excessive  secretions. 

Church  and  Hinton,61  after  a statistical  analysis 
of  106  cases  of  gastro-enterostomy  for  the  treat- 
ment of  chronic  duodenal  ulcers,  conclude  that  the 
end  results  do  not  produce  so  favorable  a view  of 
this  operative  procedure  as  is  generally  presented 
by  other  writers.  The  analysis  was  based  on  a fol- 
low-up study  of  from  one  to  twelve  years,  with  an 
average  of  7.1  years.  It  was  found  that  of  the  106 
cases  only  26  cases  were  cured,  24.5  per  cent,  31 
cases,  29.2  per  cent,  were  benefited.  By  adding 
tbe  cured  to  the  improved  cases  it  was  found  that 

53.7  per  cent  of  the  patients  who  underwent  gastro- 
enterostomy were  helped  by  this  procedure.  There 
were  49  patients,  46.2  per  cent,  who  were  unim- 
proved. Of  the  106  patients  operated  upon,  17, 
16  per  cent,  had  second  operations  performed  for 
recurrence  of  symptoms.  Of  the  106  cases,  20, 

18.8  per  cent,  were  found  to  have  definite  gastro- 
jejunal  ulcers  and  6,  5.6  per  cent,  had  suggestive 
gastro-jejunal  ulcers.  Of  the  106  cases,  preopera- 
tive hemorrhage  had  occurred  in  15,  14.1  per  cent. 
In  these  15  cases,  7 or  almost  one-half  bad  post- 
operative hemorrhages.  In  91  cases  operated  up- 
on in  the  absence  of  preoperative  hemorrhage, 
15,  16.5  per  cent,  had  post-operative  hemorrhage. 

Eleven  years  ago,  quoting  Hinton  and  Maier,  G- 
gastro-jej unostomy  was  the  operation  of  choice. 
In  1933,  a review  of  79  gastro-jej unostomies  fol- 
lowed for  an  average  of  four  and  one-half  years, 
proved  very  discouraging;  the  incidence  of  mar- 
ginal nicer  was  found  to  be  16.4  per  cent. 

A more  recent  review  of  the  results  of  gastro- 
jejunostomy gives  a more  dismal  picture.  Of  106 
cases  of  gastro-jej  unostomy  followed  for  7.1 
years,  24.5  per  cent  only  were  cured ; 29.2  per  cent 
were  reported  improved,  and  46.2  per  cent  as  un- 
improved. Nearly  half  the  patients  who  had  been 
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subjected  to  this  procedure  found  their  condition 
unchanged  or  worse.  Of  the  latter  group,  18.8 
per  cent  had  gastro-jejunal  ulcer  and  7.5  per  cent 
questionable  gastro-jejunal  ulcer. 

As  a consequence  of  these  results,  we  have  since 
1933  submitted  all  chronic  duodenal  ulcers  re- 
quiring operation  to  subtotal  gastric  resection. 
Fifty-seven  resections  have  been  performed,  of 
which  39  were  primary  and  18  secondary  opera- 
tions. 

Of  the  57  cases  in  which  resection  was  per- 
formed, 72.8  per  cent  had  posterior  ulcers;  15.5 
per  cent  had  both  anterior  and  posterior  ulcers, 
and  in  11.7  per  cent  the  ulcer  was  anterior  only. 
Among  the  patients  with  posterior  duodenal  ulcer, 
definite  chronic  pancreatitis  of  varying  severity 
existed  in  73  per  cent. 

The  pathologic  changes  in  posterior  duodenal 
ulcer  are  not  fully  appreciated  unless  a subtotal  re- 
section is  performed,  with  removal  of  the  ulcer 
from  the  head  of  the  pancreas.  To  determine 
whether  a duodenal  lesion  is  an  anterior  or  pos- 
terior ulcer  is  most  difficult,  since  a single  posterior 
duodenal  ulcer  can  cause  a deformity  of  the  an- 
terior portion  of  the  duodenum  that  will  give  the 
appearance  characteristic  of  an  anterior  ulcer. 
Subtotal  resection  definitely  demonstrates  the  pos- 
terior lesion.  The  deformity  is  due  to  scar  tissue 
in  the  muscular  layers  of  the  duodenum  which 
probably  explains  the  poor  results  frequently  ob- 
tained in  pyloroplasties  for  chronic  duodenal  ulcer. 
W hat  is  taken  to  he  the  ulcer  is  excised  from  the 
anterior  portion  of  the  duodenum  but  the  real 
pathologic  lesion  (posterior)  is  left  in  situ.  Even 
when  an  anterior  ulcer  is  present,  a posterior  lesion 
often  accompanies  it. 

In  relatively  late  cases,  pyloroplasty  or  gastro- 
jejunostomy is  unlikely  to  be  satisfactory:  first, 
because  it  deals  with  a complication  resulting  from 
the  ulcer  rather  than  with  a primary  lesion ; and 
second,  because  posterior  duodenal  ulcer  is  fre- 
quently left  undiagnosed  if  a gastro-jej  unostomv 
is  performed.  Only  subtotal  resection  provides 
adequate  diagnosis  in  these  cases.  More  posterior 
ulcers  were  found  in  the  group  in  which  resection 
was  performed ; they  were  probably  present  in  the 
others  as  well,  but  we  bad  not  been  able  to  diagnose 
them. 

A true  organic  obstruction  from  chronic  duo- 
denal ulcer  usually  indicates  a definite  posterior 
ulcer  with  radiating  scar  tissue  in  the  duodenal 


wall,  which  has  caused  the  stenosis.  Pilcher,'53  in 
1913,  called  attention  to  this  type  of  duodenal  sten- 
osis when  he  said,  “Posterior  ulcers  seldom  per- 
forate into  the  abdominal  cavity,  but  are  prone  to 
inaugurate  complications  which,  in  the  end.  may 
prove  quite  as  dangerous  as  an  acute  perforation, 
namely,  pancreatitis,  common  duct  obstruction  and 
duodenal  stenosis.” 

Pyloric  obstruction  without  pain  is  due  to  spasm 
and  can  be  alleviated  by  diet  and  medication.  On 
the  other  hand,  true  stenosis  of  the  duodenum  with 
pain  is  a definite  indication  for  subtotal  resection. 
The  ulcer  in  the  posterior  wall  of  the  duodenum 
has  perforated  into  the  pancreas  and  caused 
chronic  infection  of  that  organ.  Subtotal  resection, 
not  gastro-jej unostomy,  is  the  proper  method  of 
attacking  this  condition. 

When  the  incidence  of  operation  in  chronic  duo- 
denal ulcer  is  lowered  to  a point  where  only  one 
in  ten  patients  is  operated  upon,  the  results  from 
gastro-jej  unostomy  or  pyloroplasty  will  be  most 
unsatisfactory,  as  emphasized  by  Cutler04.  How- 
ever, we  are  confronted  with  the  problem  of  de- 
termining when  the  ulcer  has  ceased  to  be  a simple, 
uncomplicated  lesion  and  has  become  adherent  to 
an  adjacent  viscus,  usually  the  pancreas.  If  we  had 
more  means  of  detecting  a chronic  infection  in  the 
pancreas,  we  might  be  able  to  select  patients  re- 
quiring surgery  with  more  accuracy  than  has  been 
possible  in  the  past.  We  are  still  forced  to  relv  on 
the  presence  of  atypical  pain  with  radiation  di- 
rectly to  the  back  as  our  best  means  of  making  the 
diagnosis.  The  pain  is  very  severe  as  compared 
with  typical  ulcer  pain,  and  requires  sedatives  and 
rest. 

The  most  satisfactory  method  of  attacking  the 
complicated  duodenal  ulcer  is  a subtotal  resection. 
It  offers  a reasonable  low  mortality — a mortality 
rate  that  compares  favorably  with  that  in  other 
surgical  procedures  on  the  duodenum,  such  as 
pyloroplasty  or  gastro-jej  unostomy.  It  offers  a 
better  chance  of  permanent  cure  than  either  of  the 
above  procedures. 

Lewisohn0"'  adopted  partial  gastrectomy  in 
place  of  gastro-enterostomy  because  many  patients 
not  only  remained  unimproved  but  were  made 
considerably  worse  by  the  latter  operation.  Con- 
clusions were  based  on  the  fact  that  18  per  cent  of 
the  gastro-enterostomies  had  reoperations  for 
gastro-jejunal  ulcers  and  another  16  per  cent  pre- 
sented definite  clinical  and  roentgenologic  evidence 
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of  post-gastro-enterostomy  disease.  After'"’ re-ex- 
amination of  an  equal  number  of  gastro-enter- 
ostomies  and  partial  gastrectomies  performed  for 
duodenal  ulcers,  he  found  that  the  gastric  resec- 
tions showed  hydrochloric  acid  anacidity  below  ten 
in  75  per  cent  of  the  cases,  and  that  the  gastro- 
enterostomies showed  anacidity  in  only  4 per  cent 
of  the  cases.  In  the  majority  of  gastro-enterostom- 
ies  the  post-operative  acid  figures  were  not  lower 
than  those  obtained  before  operation.  He  concludes 
by  saying  that  when  a series  of  medical  treatments 
have  failed,  partial  gastrectomy  affords  the  best 
measure  at  our  disposal.  It  relieves  the  patients  of 
many  years  of  suffering,  safeguards  them  against 
the  serious  complications  of  perforation  and  hem- 
orrhage, and  effects  a permanent  citre  in  about  90 
per  cent  of  the  cases. 

Westermann51  feels  that  the  majority  of  sur- 
geons are  opposed  to  posterior  gastro-enteros- 
tomy in  the  treatment  of  chronic  duodenal  ulcer 
because  it  is  followed  by  jejunal  ulcer.  He  defends 
gastro-enterostomy  by  quoting  Finsterer’s67  re- 
port of  jejunal  ulcers  following  partial  gastrec- 
tomy and  adds  that  subtotal  gastric  resection  is 
not  immune  to  this  complication.  He  also  points 
out  that  in  many  of  the  reports  in  favor  of  gastric 
resection,  the  authors  make  no  distinction  between 
partial  and  subtotal  gastric  resection.  He  is  in 
favor  of  subtotal  gastrectomy,  specifically  the  re- 
moval of  all  but  tbe  fundus  of  the  stomach,  with 
fundojejunal  anastomosis.  He  further  points  out 
that  subtotal  resection  involves  a serious  risk  and  is 
occasionally  followed  by  jejunal  ulcer.  Posterior 
gastro-enterostomy  has  met  the  requirements  suffi- 
ciently to  justify  him  in  the  surgical  management 
of  duodenal  ulcer.  He  makes  a point  of  placing 
the  stoma  high  in  the  body  of  the  stomach. 

He  limits  the  application  of  posterior  gastro- 
enterostomy to  chronic  ulcer  of  the  duodenum 
without  hemorrhage  in  which  satisfactory  non- 
operative treatment  has  failed.  It  is  of  no  value 
in  the  bleeding  type  of  ulcer.  He  is  also  opposed 
to  tbe  “resection  for  occlusion’’  procedure  for 
bleeding  ulcer.  It  is  his  experience,  that  gastro- 
enterostomy is  satisfactory  in  the  prevention  of 
further  hemorrhage  but  is  followed  by  a high  in- 
cidence of  jejunal  ulcer.  Plere  subtotal  resection 
offers  the  only  chance  for  a permanent  cure.  He 
believes  that  posterior  gastro-enterostomy  has  no 
place  in  the  treatment  of  a gastric  lesion  and  that 
anterior  gastro-enterostomy  should  never  be  em- 
ployed. 


Walters3  reports  108  partial  gastrectomies  and 
202  gastro-enterostomies  performed  for  duodenal 
ulcers  in  1938  at  Mayo  Clinic.  Twenty  per  cent 
of  the  108  on  whom  partial  gastrectomy  was  per- 
formed had  an  associated  gastric  ulcer.  During  the 
past  few  years  there  has  been  a tendency  at  the 
Clinic  to  do  an  increasing  number  of  partial  gas- 
trectomies in  patients  with  duodenal  ulcer.  This 
has  been  due  partly  to  tbe  fact  that  it  is  usually 
patients  with  complicated  duodenal  ulcers  who  are 
being  operated  on.  Many  of  these  patients  have 
had  bleeding  and  in  many  of  them  there  is  an  un- 
usually high  degree  of  gastric  acidity  present.  It 
is  in  this  group  of  patients  and  in  those  of  the 
latter  part  of  the  third  decade  and  in  the  fourth 
and  fifth  decades  of  life  that  there  is  a place  for 
the  operation  of  partial  gastrectomy  when  the 
condition  of  the  patient  or  the  size  of  the  ulcer 
indicates  that  it  and  part  of  the  stomach  could  he 
removed  without  appreciably  greater  increase  in 
risk  than  that  which  might  be  expected  to  follow 
gastro-enterostomy.  The  risks  involved  in  these 
two  groups  of  cases  were  relatively  equal.  The 
risk  of  partial  gastrectomy  for  duodenal  ulcers, 
other  things  being  equal,  is  directly  connected  with 
the  size  of  the  ulcer,  its  position,  and  the  ability 
either  to  remove  it  leaving  a sufficient  amount  of 
duodenum  to  close  accurately  or  to  leave  it  and 
have  sufficient  duodenum  above  the  lesion  to  per- 
form an  accurate  closure. 

When  careful  consideration  is  given  to  the 
proper  selection  of  cases  for  partial  gastrectomy 
in  duodenal  ulcer,  that  a reasonable  mortality  rate 
can  be  obtained  is  evidenced  further  by  the  fact 
that  in  the  recent  report  by  Lewis  of  212  cases 
of  partial  gastrectomy  for  duodenal  ulcer,  tbe  mor- 
tality rate  was  1.9  per  cent.  The  same  indications 
for  the  operation  were  used  in  the  series  of  1938 
as  in  those  which  Lewis08  and  I reviewed.  Four 
cases  of  anastomotic  ulcer  occurred  in  the  208 
patients  who  recovered  from  the  operation. 

Eggers00  is  averse  to  subtotal  resection  in  duo- 
denal ulcer.  He  advocates  resection  when  repeated 
massive  hemorrhages  have  not  been  controlled, 
after  failure  of  conservative  operations,  for  in- 
tractable pain,  and  possibly  for  gastro-jejunal  or 
jejunal  ulcer. 

Achlorhydria 

Whatever  the  cause  of  ulcer  may  be,  we  are  sure 
that  it  is  kept  alive  by  hyperacidity.  This  intro- 
duces factors  of  extreme  importance  in  our  con- 
ception, prognosis,  and  treatment  of  the  disease ; 
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that  achlorhydria  normally  occurs  in  some  persons, 
that  the  percentage  increases  with  the  years  until, 
when  we  reach  the  age  period  of  fifty  to  sixty  years, 
35  per  cent  of  people  have  no  free  hydrochloric 
acid.  It  is  obvious  that  whatever  method  of  treat- 
ment is  used,  the  prognosis  is  better  in  tbe  older 
than  in  the  younger  group. 

Production  of  post  operative  anaciditv  or  low 
acid  figure,  free  acid  below  10,  is  the  safest  way 
to  cure  ulcer  permanently.  Neither  gastro-enter- 
ostomy  nor  pyloroplastic  operation  assures  this 
reduction  in  the  acid  figures.  We  should  select 
that  method  which  most  frequently  ensures  a post- 
operative achlorhydria  or  at  least  marked  reduc- 
tion of  the  acid  figures.  The  only  method  which 
produces  this  effect  in  the  majority  of  cases  is 
partial  gastrectomy  with  removal  of  the  lesion. 

Marshall  and  Kiefer70  state  that  unless  anaciditv 
or  hypo-acidity  is  produced  by  high  resection  it  is 
difficult  to  see  any  clinical  advantage  of  this  opera- 
tion over  gastro-enterostomv. 

Lewisohn71  states  that  pylorectomy  or  partial 
antrumectomy  should  not  be  called  gastric  resec- 
tion, that  these  operations  are  attended  by  as  high 
mortality  as  gastric  resection  and  will  be  followed 
by  high  incidence  of  jejunal  ulcer. 

The  term  gastric  resection  is  often  incorrectly 
applied.  Gastric  resection  means  the  removal  of 
more  than  half  of  the  stomach  with  removal  of  that 
part  of  the  duodenum  containing  the  ulcer.  The 
Finsterer  operation  should  be  specified  as  such  and 
not  called  gastric  resection.  A distinct  and  sepa- 
rate grouping  of  the  Finsterer  modification  of  a 
typical  resection  is  of  practical  value.  According 
to  some  authors,  gastrojejunal  ulcers  after  the 
Finsterer  operation  are  more  frequent,  15  per  cent 
after  the  prepyloric  resection,  than  after  a typical 
partial  gastrectomy,  7 per  cent  (Mage72)  follow- 
ing the  latter  operation,  and  less  frequent  than 
after  gastro-enterostomy,  with  about  30  per  cent 
secondary  ulcerations.  The  surgeon  should  dis- 
tinguish between  a prepyloric  or  a postpyloric 
Finsterer  operation.  When  the  pylorus  is  left  in 
situ  the  incidence  of  gastrojejunal  ulceration  is 
higher  than  if  the  pyloric  ring  was  removed  at  the 
operation.  Finsterer  never  planned  this  operation 
as  a routine  procedure.  He  employed  it  whenever 
an  ulcer  is  not  resectable  without  too  great  a risk, 
in  less  than  5 per  cent  of  cases  of  duodenal  ulcer 
in  Finsterer’s  series. 


As  Finsterer  has  shown,  his  method  of  resection 
should  comprise  removal  of  a large  part  of  the 
stomach  in  order  to  compensate  for  the  remaining 
pylorus.  Maximum  protection  against  recurrences 
requires  a high  resection.  The  Finsterer  operation 
puts  the  ulcer  at  complete  rest  and  considerably 
reduces  the  postoperative  hyperacidity. 

The  same  cannot  be  said  of  the  palliative  resec- 
tion of  Madlener73  who  applied  a similar  principle 
to  high  gastric  ulcer.  The  postoperative  results  of 
Madlener's  operation  were  most  unsatisfactory 
and  it  is  very  infrequently  employed  at  present. 

There  is  another  reason  why  pyloroplasties  as 
well  as  gastro-enterostomies  give  unsatisfactory 
results;  they  do  not  change  materiallv  the  acid 
values  which  existed  before  the  operation.  Clute 
and  Sprague74  conclude  from  their  test-meal  fol- 
low-up after  gastroduodenostomy  that  “the  total 
and  free  acid,  from  months  to  years  after  opera- 
tion, was  nearly  as  high  as,  or  was  higher  than  it 
had  been  before  operation.”  It  is  an  undisputed 
fact  that  duodenal  ulcers  occur  and  reoccur  in  the 
presence  of  high  acid  values  and  that  they  are  prac- 
tically unknown  in  the  presence  of  low  acid  values 
or  an  anacidity. 

The  mortality  following  subtotal  gastrectomy 
for  gastric  ulcer  is  usually  higher  than  that  fol- 
lowing partial  gastrectomy  for  duodenal  ulcer,  yet 
gastric  resection  for  gastric  ulcers  is  considered  by 
most  surgeons  as  a justifiable  procedure  whereas 
gastric  resection  for  duodenal  ulcers  is  considered 
too  radical.  The  opposition  is  due  to  some  extent 
to  the  abuse  of  the  term  subtotal  gastrectomy  in 
the  treatment  of  duodenal  ulcers,  which  infers  that 
only  a small  stump  of  stomach  is  left  behind.  This 
term  is  fitting  for  the  operation  for  high  gastric 
ulcers.  When  dealing  with  duodenal  or  prepyloric 
ulcers  the  removed  part  represents  a little  more 
than  one-half  of  the  stomach,  leaving  a very  con- 
siderable part  in  situ.  Partial  gastrectomy,  not  sub- 
total gastrectomy,  is  the  correct  term  for  this 
operation. 

Priestley75  observed  that  when  an  exclusion  type 
of  operation  is  performed  for  duodenal  ulcer, 
severing  the  stomach  at  the  most  proximal  portion 
of  the  pyloric  antrum  and  inverting  the  pyloric 
end,  then  making  a gastro-jejunostomy  of  some 
type,  the  ultimate  results  are  not  so  satisfactory 
as  when  the  pyloric  portion  of  the  stomach  is  re- 
moved. Likewise,  when  one  performs  resection 
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and  severs  the  stomach  proximal  to  the  pylorus 
for  a subacute  perforating  duodenal  ulcer  which 
cannot  be  readily  removed,  the  ultimate  results 
appear  less  favorable  than  when  all  of  the  pyloric 
portion  of  the  stomach  is  excised.  In  other  words, 
if  gastric  resection  is  to  he  performed  for  duodenal 
ulcer,  it  is  probably  advisable  to  remove  all  of  the 
pyloric  antrum. 

Experimental  and  clinical  evidence  indicates 
that  in  performance  of  partial  gastrectomy  for 
duodenal  ulcer  it  is  essential  to  remove  the  pylorus 
if  a maximal  reduction  of  acidity  is  to  be  obtained. 
Ogilvie70  reported  recurring  ulceration  in  three  of 
twelve  cases  where  partial  gastrectomy  without  re- 
moval of  the  pylorus  was  performed  for  duodenal 
ulcer. 

With  some  experience  in  gastric  resection  and 
with  proper  organization,  the  mortality  in  primary 
cases  of  gastro-duodenal  ulcers  should  not  he 
higher  than  5 per  cent.  The  point  of  contention  is 
the  relative  desirability  of  gastro-enterostomv  or 
subtotal  gastrectomy.  Many  surgeons  consider  the 
latter  procedure  too  radical  for  a condition  that 
may  be  alleviated  by  simple  gastro-enterostomy. 
However,  experience  has  shown  that  in,  capable 
hands  subtotal  gastrectomy  need  present  a mortal- 
ity no  higher  than  gastro-enterostomy.  Ogilvie77 
states  that  a patient  with  a gastro-enterostomy  may 
be  happy  hut  is  never  safe.  Ulceration  at  or  near 
the  stoma  follows  in  at  least  20  per  cent  of  the 
cases.  Such  a complication  may  require  one  of 
the  most  difficult  technical  operations  in  the  realm 
of  surgery  attended  by  a mortality  as  high  as  19 
per  cent.  Ogilvie  assumes  that  5 per  cent  is  a fair 
average  for  gastro-enterostomy  mortality.  How- 
ever, if  18  per  cent  of  the  survivors  develop  mar- 
ginal ulceration  and  ensuing  operative  procedures 
result  in  a mortality  of  22  per  cent,  the  total  death 
rate  following  gastro-enterostomy  will  eventually 
be  not  5 but  9 per  cent.  Therefore,  subtotal  gas- 
trectomy in  the  hands  of  a skilled  surgeon  would 
eventually  reduce  the  mortality  by  4 per  cent. 

Ginzburg  and  Mage,78  in  a review  of  eighty-six 
cases  of  failures  following  gastro-enterostomy, 
stated  that  though  an  efficient  stoma  in  the  gastro- 
enterostomy tends  to  bring  about  the  healing  of  an 
active  duodenal  ulcer,  it  also  seems  to  favor  the 
development  of  a marginal  ulcer.  They  observed 
that  the  changes  produced  in  an  active  duodenal 
ulcer  by  gastro-enterostomy  produced  not  a cure 
but  a remission  of  signs  and  symptoms. 


In  favor  of  subtotal  gastrectomy  it  may  be  said 
that  a patient  is  better  off  with  a part  of  the  stom- 
ach functioning  normally  than  with  the  whole 
stomach  functioning  abnormally.  Furthermore, 
the  removal  of  that  portion  of  the  stomach  which 
hears  the  greater  percentage  of  acid-hearing  glands 
eliminates  to  a decided  extent  one  of  the  main 
provocative  factors  of  ulcer  formation.  While 
anastomotic  ulceration  may  also  take  place  in  sub- 
total gastrectomy  when  this  occurs  it  is  usually 
due  to  the  fact  that  not  enough  of  the  acid-bearing 
area  has  been  removed. 

Lahey79  has  written:  “In  my  mind  jejunal  ulcer 
is  too  frequent,  too  difficult  and  too  dangerous  a 
postoperative  sequela  for  gastro-enterostomy  to 
he  employed  as  a routine  method  of  treating  duo- 
denal ulcer.” 

Walton80  points  out  that  the  experience  of  the 
majority  of  surgeons  has  shown  that  a partial  gas- 
trectomy is  a more  serious  operation  and  has  a 
higher  primary  mortality  than  that  of  gastro- 
enterostomy. In  this  respect  statistics  are  so  fal- 
lacious, for  a surgeon  who  has  done  a considerable 
number  of  gastro-enterostomies  and  has  then 
abandoned  them  for  partial  gastrectomy  will  show 
a relatively  high  mortality  in  his  gastro-enteros- 
tomies while  he  was  gaining  experience,  and  a low 
mortality  in  the  later  operation  of  gastrectomy; 
whereas  the  surgeon  who  performs  a partial  gas- 
trectomy only  in  the  more  serious  cases  which  are 
probably  carcinomatous  will  have  in  this  group  a 
relatively  high  mortality.  The  results  of  different 
methods  are  often  a personal  matter.  One  surgeon 
will  become  very  skilled  in  one  method  and  will  get 
results  which  others  fail  to  attain.  Fogelson,81  in 
his  extensive  review  of  the  literature  of  gastro- 
duodenal ulcerative  disease  for  the  years  1934- 
1936  draws  the  conclusion  that  the  surgeon  himself 
should  select  that  type  of  surgical  intervention 
which  in  the  light  of  his  own  previous  experience 
has  been  most  satisfactory  to  him. 

The  published  results  of  a number  of  surgeons 
are  extremely  satisfactory.  Finsterer,82  for  in- 
stance, reports  a series  of  407  cases  with  a total 
mortality  of  4.4  per  cent,  while  in  the  last  158 
gastrectomies  there  were  only  three  deaths,  a mor- 
tality of  1.8  per  cent. 

Koennecke88  reported  468  primary  resections 
with  a mortality  of  1.5  per  cent.  Haberer84 
published  a series  of  one  hundred  consecutive  gas- 
tric resections  for  ulcer  by  the  Billroth  I method 
without  a death. 
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Demel,85  Abrumzant  and  Zabusova80  have 
published  a large  series  of  cases  with  a mortality 
of  about  3 per  cent. 

Gastrojejunal  and  Jejunal  Ulcer 

The  most  serious  complication  of  gastro-enter- 
ostomy  or  some  type  of  Billroth  II  operation  is  the 
postoperative  formation  of  an  ulceration  around 
or  near  the  anastomotic  opening.  It  has  been  re- 
peatedly emphasized  in  the  literature  that  the  best 
treatment  of  this  complication  is  its  prevention  by 
more  careful  evaluation  of  the  acid  values  and  by 
more  judicious  selection  of  the  initial  operation. 

Gastrojejunal  or  jejunal  ulcer  has  been  reported 
as  from  1.7  to  24  per  cent  following  gastro-enter- 
ostonry.  The  general  average  does  not  exceed  5 
per  cent.  Judd  and  Hoerner,87  reviewing  a large 
series  of  gastrojejunal  and  jejunal  ulcers,  found 
that  the  symptoms  appeared  in  34  per  cent  of  the 
cases  within  six  months  after  gastro-enterostomy, 
and  within  one  year  in  approximately  50  per  cent 
of  the  cases.  Grossman88  reports  the  occurrence 
of  jejunal  ulcers  from  twelve  to  eighteen  years 
after  the  original  operation  with  seven  of  the 
twenty-three  cases  appearing  after  a lapse  of  five 
years.  The  location  of  the  ulcer  is  recorded  by 
Balfour89  as  marginal  in  75  per  cent  of  his  cases 
and  on  the  jejunum  itself  in  25  per  cent. 

In  many  instances  satisfactory  results  followed 
gastro-enterostomy  for  many  years  with  subse- 
quent development  of  a jejunal  or  gastrojejunal 
ulcer.  Variable  as  the  incidence  of  gastrojejunal 
and  jejunal  ulcer  may  be,  the  new  ulcer  has  proved 
to  be  of  greater  seriousness  from  the  standpoint 
of  complications  and  resistance  to  medical  man- 
agement as  well  as  in  the  fact  that  the  magnitude 
of  surgical  procedures  necessary  is  greater  than 
that  of  the  gastro-enterostomy  employed  for  the 
relief  of  the  original  ulcer. 

Jejunal  ulceration  follows  the  exclusion  opera- 
tion next  in  frequency  to  gastro-enterostomy. 
Allen90  carried  out  this  procedure  in  fifteen  cases 
and  gave  it  up  because  of  unsatisfactory  results.  A 
high  incidence  of  jejunal  ulceration  is  likely  to 
occur  with  a long  loop  anterior  gastro-enterostomy 
or  when  an  entero-enterostomy  has  been  performed 
in  association  with  gastrojejunostomy.  A similar 
type  of  ulceration  may  be  found  after  gastro-duo- 
denostomy.  Turner,91  in  a series  of  forty-three 
cases  of  pyloroplasty,  found  a local  recurrence  in 
four  cases. 


Jejunal  ulceration  is  not  uncommon  after  in- 
adequate resection  and  gastrojejunal  anastomosis. 
The  incidence  of  jejunal  ulceration  following  re- 
section is  reported  as  0.4  to  10  per  cent.92  Lahey 
and  Marshall93  report  recurrent  ulceration  after 
subtotal  gastrectomy  in  7 per  cent  of  their  cases ; 
Cutler94  in  3 per  cent ; Lake,95  in  less  than  2 per 
cent.  Walton  reports  the  occurrence  of  marginal 
ulceration  in  two  cases  following  partial  gastrec- 
tomy. Von  Haberer9'1  states  that  he  has  aban- 
doned the  Billroth  II  and  Polya  operations  because 
he  found  gastrojejunal  ulceration  too  common  after 
their  use. 

The  treatment  of  jejunal  ulcer  is  both  medical 
and  surgical.  Many  cases  with  marginal  ulceration 
following  short-circuiting  operations,  although  ob- 
stinate, can  be  entirely  cured  by  adequate  medical 
treatment.  Medical  treatment  may  fail  to  relieve 
the  patient ; there  may  be  a free  perforation  or  the 
unfortunate  complication  of  a gastro-jejunocolic 
fistula  may  occur.  Makkas,97  in  reviewing  131  cases 
of  jejunal  ulcer  which  penetrated  into  the  peri- 
toneal cavity,  finds  that  jejunal  ulcers  perforate  less 
often  than  gastrojejunal;  that  simple  perforation 
usually  results  in  a re-formation  of  the  ulcer  with 
a mortality  of  approximately  23  per  cent ; and  that 
there  was  a mortality  of  8.3  per  cent  in  twenty-four 
cases  treated  radically.  Judd  and  Hoerner  in  597 
cases  of  jejunal  ulcer  find  a tendency  toward  per- 
foration in  43  per  cent.  Law98  recently  reported 
perforation  in  a case  of  jejunal  ulcer  following- 
partial  gastrectomy. 

There  is  some  variety  of  opinion  in  regard  to 
the  surgical  treatment  of  the  jejunal  ulcer  which 
does  not  respond  to  medical  treatment.  Judd  and 
Hoerner  believe  that  the  logical  operation  is  taking- 
down  the  gastrojejunal  anastomosis  and  restoring- 
normal  continuity  by  a Billroth  I type  of  operation. 
Additional  partial  gastrectomy  is  indicated  in  some 
of  these  patients.  They  find  that  only  6 per  cent  of 
the  597  cases  treated  required  a second  operation, 
regardless  of  the  nature  or  extent  of  the  primary 
surgical  treatment  of  the  jejunal  lesion.  Many  be- 
lieve that  it  is  dangerous  to  restore  normal  con- 
tinuity after  jejunal  ulceration  lest  there  be  a 
prompt  return  of  the  original  ulcerative  lesion. 
Lahey  and  Swinton,  for  instance,  report  40  per  cent 
recurrent  duodenal  ulcers  in  ten  patients  having- 
restoration  to  normal  continuity  after  resection  of 
the  jejunal  ulcer.  Ginzburg  and  Mage,  studying 
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eighty-six  resected  specimens  of  postoperative  je- 
junal ulceration,  conclude  that  while  a mechani- 
cally efficient  stoma  tends  to  bring  about  tbe  heal- 
ing of  an  active  duodenal  ulcer,  it  favors  develop- 
ment of  an  anastomotic  ulcer  and  disconnection  of 
the  gastro-enterostomy  stoma  because  of  anastom- 
otic ulceration  may  result  in  re-activation  of  latent 
duodenal  ulcers.  For  these  reasons  some  type  of 
resection  is-  advocated.  Bohmansson"  advises  a 
Billroth  I operation  as  a routine  treatment  and  has 
a mortality  of  4 per  cent  in  such  cases  without 
acute  complication.  Graham  and  Lewis100  recom- 
mend a block  resection  of  the  stomach  and  jejunum 
with  an  end-to-end  anastomosis  of  the  jejunum  and 
either  a Billroth  T or  retrocolic  Polya  reconstruc- 
tion of  gastric  continuity  as  the  ideal  procedure. 
The  operative  correction  of  a jejunal  ulcer  carries 
a rather  high  mortality.  Finsterer101  in  168  opera- 
tions for  jejunal  ulcer  reports  a mortality  of  1 1 .3 
per  cent  and  Ogilvie  a mortality  of  19  per  cent. 

When  surgery  is  carried  out  for  jejunal  ulcer  an 
extensive  gastric  resection  should  be  considered  in 
an  effort  to  control  adequately  the  acid  factor. 

Gastro-jejunocolic  Fistula 

Gastro-jejunocolic  fistula  is  a serious  complica- 
tion of  jejunal  ulcer.  In  an  effort  to  avoid  this 
complication,  Fahey  and  Swinton  urge  that,  if  a 
gastro-enterostomy  is  to  be  carried  out,  it  should 
be  done  at  a point  in  the  transverse  mesocolon  away 
from  the  transverse  colon. 

Rife102  reports  fourteen  cases  of  gastro-jejuno- 
colic fistulae  appearing  in  a period  of  six  months 
to  eleven  years  after  gastro-enterostomy  for  ulcer  ; 
for  thirteen  cases  arising  from  ulcer  there  was  a 
mortality  of  20  per  cent.  Fahey  and  Swinton  say 
that  symptoms  may  occur  in  a few  weeks  to 
twenty-one  years  but  about  50  per  cent  of  the 
gastro-jejunocolic  fistulas  occur  within  two  years 
of  the  original  operation.  They  report  a mortality 
of  63  per  cent  in  nine  cases,  eight  of  which  were 
operated  upon.  At  the  Massachusetts  General 
Hospital,  Allen103  reports  the  incidence  of  post- 
operative gastro-jejunocolic  fistula  as  approximate- 
ly 14  per  cent,  the  mortality  in  ten  cases  being  30 
per  cent. 

Graham  and  Lewis  consider  that  the  ideal  oper- 
ation for  gastro-jejunocolic  fistula  is  block  resec- 
tion of  the  stomach,  jejunum  and  colon  and  triple 
anastomoses  together  with  cecostomy.  Scrimger104 
reports  a method  of  dividing  the  stomach  above  the 
opening  in  the  jejunum.  A cuff  of  stomach  is  cut 


one  and  one-half  inches  from  the  edge  of  the  stoma, 
and  its  mucosa  is  dissected  off  the  muscularis  down 
to  the  edge  of  the  ulcer  until  the  stomach  mucosa  is 
removed.  The  stoma  is  then  closed  by  suturing 
together  the  inner  surfaces  of  the  stomach  cuff. 
The  operation  is  completed  by  a gastro-enteros- 
tomy. But  within  two  years  the  patient  had  a re- 
currence of  jejunal  ulcer.  Another  suggestion92  is 
that  the  stomach  he  divided  above  the  fistula  and 
that  the  remaining  portions  be  anastomosed  with 
the  jejunum.  After  a period  of  three  to  four 
weeks,  when  the  patient  has  recovered,  the  re- 
mainder of  the  stomach  is  resected  along  with  the 
fistula  and  the  right  colon.  Allen  reports  a tech- 
nique of  aseptic  repair  of  a gastro-jejunocolic 
fistula.  A pair  of  long,  thin  Kocher  clamps  is  ap- 
plied about  the  stomach  side  of  the  stoma,  and  this 
wedge-shaped  section  of  gastric  wall  is  freed  with 
a cautery.  The  stomach  is  closed  following  the 
Kerr  aseptic  technique.  The  involved  portion  of 
the  transverse  colon  is  resected  as  well  with  end-to- 
end  anastomosis,  following  here  again  the  Kerr 
aseptic  technique. 

Of  course  the  subsequent  problem  in  the  manage- 
ment of  the  gastro-jejunocolic  fistula  is  the  main- 
tenance of  strict  medical  supervision  to  avoid  re- 
activation of  a jejunal  or  duodenal  ulcer,  depending 
upon  whether  or  not  normal  continuity  was  estab- 
lished or  some  type  of  short-circuiting  procedure 
was  carried  out. 

Preoperative  T reatment 

Until  relatively  recently,  interest  in  advances  in 
surgical  technic  was  definitely  greater  than  that  in 
the  preoperative  and  postoperative  treatment  of 
patients.  This  condition  has  changed,  and  it  is  now 
realized  that  the  operation  is  only  a part  of  the 
treatment  of  the  patient.  The  surgeon  is  no  longer 
content  simply  to  carry  out  technical  procedures  but 
is  interested  in  the  treatment  of  the  patient  from  a 
broader  viewpoint. 

In  uncomplicated  cases  of  peptic  ulcer  in  which 
operation  is  contemplated  a satisfactory  procedure 
is  to  admit  the  patient  to  the  hospital  the  evening 
before  the  operation,  so  that  he  may  have  a restful 
night  and  become  accustomed  to  his  surroundings. 
Solid  food  is  not  given  after  6 o’clock,  the  evening 
of  admission  and  nothing  by  mouth  after  midnight. 
A small  dose  of  one  of  the  many  available  barbit- 
urates usually  is  sufficient  to  induce  quiet,  normal 
sleep,  and  is  of  distinct  advantage  in  lessening  the 
apprehension  prior  to  operation.  About  two  hours 
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before  operation  a second  dose  of  the  same  drug 
may  be  given.  In  the  very  nervous  or  apprehensive 
patient  it  may  be  necessary  to  give  two  doses  an 
hour  apart.  About  a half  hour  before  operation 
t/g  grain  (0.01  Gm.)  of  morphine  sulphate  and 
1/150  grain  (0.5  mg.)  of  atropine  sulphate  should 
he  administered,  hypodermically.  A Levine  tube  is 
placed  in  the  stomach  the  morning  of  the  operation 
and  the  stomach  lavaged.  If  left  in  place  during 
operation  it  may  facilitate  the  operative  procedure 
by  keeping  the  stomach  empty. 

Complicated  cases  require  special  preoperative 
care  as  individually  indicated.  If  there  is  pyloric 
obstruction,  a careful  check  should  he  made  of  the 
chemical  constituents  of  the  body,  which  includes  in 
particular  the  blood  urea  and  blood  chlorides.  A 
determination  of  the  carbon  dioxide  combining 
power  of  the  blood  gives  added  information  rela- 
tive to  the  presence  of  alkalosis.  Evidence  of  alka- 
losis, as  indicated  by  elevation  of  the  blood  urea 
and  carbon  dioxide  combining  power  and  a de- 
crease in  blood  chlorides,  should  be  combated  ener- 
getically by  intravenous  medication.  Two  injec- 
tions of  1,000  c.c.  of  a solution  containing  10  per 
cent  dextrose  and  0.9  per  cent  sodium  chloride 
every  twenty-four  hours  effectively  meets  these 
requirements  ; one  injection  is  given  in  the  morning, 
and  the  other,  late  in  the  afternoon.  The  caloric 
requirement  is  maintained  by  the  dextrose  in  the 
solution.  Some  surgeons  administer  fluids  con- 
tinuously but  this  method  is  tiresome  to  the  patient 
and  may  cause  thrombosis  of  the  vein.  Repeated 
aspiration  of  retained  gastric  secretion  at  least 
twice  daily  is  necessary  to  insure  satisfactory 
cleansing  of  the  stomach  and  removal  of  all  rem- 
nants of  retained  substances.  Occasionally  it  may  be 
necessary  to  keep  an  indwelling  duodenal  tube  in 
the  stomach  for  several  days  prior  to  operation. 

If  the  patient  is  to  reach  the  operating  table  with 
his  stomach  empty,  it  may  be  necessary  to  pass  an 
indwelling  duodenal  tube  into  the  stomach  to  which 
suction  is  applied  for  an  hour  prior  to  operation, 
throughout  the  operation,  and  for  about  seventy- 
two  hours  after  operation.  In  patients  with  high 
grade  pyloric  obstruction,  a large  gastric  tube  is 
employed  for  washing  the  stomach  prior  to  inser- 
tion of  the  duodenal  tube.  Keeping  the  stomach 
constantly  empty  during  the  induction  of  the  anes- 
thesia, throughout  the  operation,  and  during  the 
early  convalescence  is  the  best  assurance  against 
pneumonia,  and  the  surgical  procedure  on  the  stom- 


ach is  much  easier  and  gastric  motility  returns 
more  quickly  after  the  operation.  Wangensteen105 
frequently  employs  feeding  by  Murphy  drip  into 
the  stomach  of  boiled  milk  to  which  lactose  has 
been  added,  100  grams  lactose  to  one  liter  of  milk. 
This  can  be  accomplished  even  though  oral  ingestion 
of  two  or  three  ounces  at  a time  may  be  accompanied 
by  vomiting  or  high  grade  retention.  Another  solu- 
tion which  affords  a satisfactory  means  of  supply- 
ing calories  and  protein  is  a mixture  of  forty  grams 
of  casein  and  two  hundred  grams  of  lactose  in  a 
liter  of  0.45  saline  solution.  Wangensteen  also 
supplies  nitrogen  by  giving  human  plasma  in  500 
to  600  cubic  centimeter  amounts,  half  the  quantity 
being  given  twice  daily  intravenously. 

Satisfactory  water  and  salt  balance  are  deter- 
mined best  by  giving  enough  fluid  to  insure  a urine 
output  of  800  to  1000  cubic  centimeters  a day,  in 
which  two  to  three  grams  of  sodium  chloride  are 
excreted. 

Vitamins  B1;  C,  and  nicotinic  acid  are  supplied 
in  daily  doses  of  10,  50,  and  100  milligrams  hypo- 
dermically for  a few  days  prior  to  operation  and 
through  a good  portion  of  the  postoperative  period. 
Vitamin  K should  be  given  if  there  is  a prothrombin 
deficiency. 

Prolonged  hemorrhage  of  small  amounts  is  prone 
to  cause  profound  anemia  in  the  presence  of  which 
an  operation  is  ill  advised.  An  attempt  should  be 
made  to  improve  the  condition  of  the  blood  by 
general  hygienic  measures,  rest,  diet  and  by  the 
oral  administration  of  iron  in  one  of  its  various 
forms.  One  or  two  transfusions  are  at  times  nec- 
essary prior  to  operation  if  anemia  is  extreme.  A 
patient  who  has  a concentration  of  hemoglobin  of 
less  than  40  per  cent  and  less  than  2,500,000  ery- 
throcytes per  cubic  millimeter  benefits  from  a pre- 
operative transfusion. 

It  is  of  great  advantage  in  any  operation  on  the 
stomach,  whether  the  patient  is  anemic  or  not,  to 
determine  the  blood  groups  of  the  patient's  relatives 
and  to  test  their  blood  by  means  of  the  compliment 
fixation  test  to  determine  whether  syphilitic  infec- 
tion is  present  and  whether  they  may  be  used  as 
donors  if  necessary.  They  should  be  in  readiness 
at  the  hospital  during  the  operation  in  case  the 
patient  should  require  a transfusion. 

The  patient  with  acute  perforation  of  a duodenal 
or  gastric  ulcer  usually  requires  immediate  opera- 
tion, a part  of  which  is  at  least  closure  of  the  per- 
foration. In  such  cases  it  is  advantageous  'to 
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empty  the  stomach  with  a stomach  tube  before 
operation.  If  patients  are  in  extreme  shock,  this 
should  be  combated  by  intravenous  fluids  and 
stimulants. 

With  the  return  to  normal  of  the  chemical  con- 
stituents, which  even  in  the  most  aggravated  cases 
rarely  requires  longer  than  a week,  operation  may 
be  performed. 

Anesthesia 

A correct  estimate  of  the  anesthesia  problem  in 
gastric  surgery  is  more  important  than  in  many 
other  fields.  One  needs  relaxation  for  good  ex- 
posure to  correct  adequately  the  situation  at  hand. 
There  is  no  agreement  as  to  the  type  of  anesthesia 
which  should  be  used  or  to  the  superiority  of  any 
one  type.  Local  infiltration  anesthesia  is  usually 
unsatisfactory  because  of  the  general  distress  of 
the  patient  and  the  marked  abdominal  rigidity.  A 
large  number  of  surgeons  use  nitrous  oxide  oxygen 
and  ether.  Wangensteen  uses  cyclopropane  reen- 
forced by  ether  with  excellent  results.  Fallis100 
favors  spinal  anesthesia  because  he  found  a greatly 
reduced  mortality  rate  in  a series  of  cases.  Ross107 
advocates  the  use  of  spinal  anesthesia  because  he 
claims  that  it  is  a great  factor  in  lowering  the 
mortality.  He  used  the  following  technic  in  4000 
cases.  For  upper  abdominal  operations  in  the  aver- 
age sized  adult  four  c.c.  of  spinal  fluid  are  with- 
drawn in  which  120  mg.  of  novocaine  crystals  are 
dissolved  to  which  one  c.c.  of  nupercaine  is  added. 
It  i-'  felt  that  the  height  of  anesthesia  can  be  much 
better  controlled  by  this  method  than  when  large 
amounts  of  dilute  anesthetics  are  used.  Allen57 
prefers  splanchnic  block  as  advocated  by  Fins- 
tereru,s  and  modified  by  Ogilvie1""  and  others.  He 
uses  Ogilvie  s splanchnic  needle  and  instills  sixty 
c.c.  of  1 per  cent  novocaine  and  0.25  per  cent 
quinine  urea  solution  into  the  retroperitoneal  tis- 
sues above  the  pancreas,  between  the  aorta  and  the 
vena  cava.  RienhofF110  advocates  the  use  of  100  c.c. 
of  1 :3000  pontocaine  solution  for  this  purpose. 
Fahey"1  prefers  1 :1500  nupercaine  spinal  anesthe- 
sia in  from  16  to  20  c.c.  depending  on  the  height 
of  the  patient;  20  c.c.  being  the  maximum  dose. 
The  use  of  nitrous  oxide  oxygen  and  ether  with 
novocaine  solution  injected  into  the  rectus  muscle 
gives  excellent  relaxation  for  these  cases.  It  appears 
logical  that  in  the  absence  of  agreement  each  sur- 
geon should  use  the  anesthesia  to  which  he  is  most 
accustomed. 


Postoperative  Treatment 

Injudicious  postoperative  care  may  cause  ines- 
timable harm  in  a case  in  which  excellent  operative 
procedures  have  been  carried  out.  Every  attempt 
should  be  made  to  avoid  shock  and  pulmonary  com- 
plications. Great  care  is  observed  to  make  certain 
that  the  indwelling  tube  is  keeping  the  stomach 
empty.  The  use  of  the  oxygen  tent  following  pro- 
longed gastric  operations  is  advocated  by  Marshall. 
Patients  are  encouraged  to  move  their  arms  and 
legs,  to  change  their  position,  and  to  take  deep 
breaths  frequently. 

Wangensteen  advocates  aspiration  of  the  trachea 
with  a urethral  catheter  at  the  termination  of  the 
operation  through  the  larger  diameter  of  the  inly- 
ing intra-tracheal  tube.  If  the  trachea  is  moist, 
bronchoscopic  aspiration  is  performed  regularly  be- 
fore the  patient  leaves  the  operating  room.  He  also 
advocates  bedside  weighing  as  a means  of  deter- 
mination of  the  state  of  hydration. 

The  maintenance  of  a fluid  balance  so  that  in- 
take exceeds  output  is  important.  This  is  accom- 
plished by  proctoclysis,  subcutaneous  and  intra- 
venous injection  of  fluids.  Up  to  3000  c.c.  a day 
of  5 per  cent  glucose  in  saline  is  given.  Water  in 
■sips  is  allowed  by  mouth  after  twenty-four  hours. 
If  edema  develops,  sodium  chloride  and  serum  pro- 
tein determinations  should  be  made,  distilled  water 
substituted  for  saline  solution,  and  a low  protein 
level  raised  by  transfusion. 

In  the  absence  of  retention  of  gastric  contents 
the  patient  is  allowed  one-half  ounce  of  water  each 
hour,  beginning  forty-eight  hours  after  operation, 
this  is  increased  to  one  ounce  an  hour  on  the  follow- 
ing day.  A small  quantity  of  milk  is  then  allowed 
at  frequent  intervals,  to  which  are  added  thin  gruel 
and  custard.  The  diet  is  slowly  increased  until  the 
fourteenth  day  when  a soft  solid  diet  is  started. 
Should  there  be  a tendency  to  vomit,  constant  gas- 
tric suction  is  resumed  and  maintained  for  as  long 
as  is  necessary. 

A careful  record  should  be  kept  of  the  amount 
of  fluid  removed  from  the  stomach.  The  color  of 
the  fluid  is  important  for  if  the  fluid  contains  a 
large  quantity  of  bile  it  means  the  anastomotic 
opening  between  the  proximal  loop  of  jejunum  and 
the  stomach  is  open  whereas  that  between  the  stom- 
ach and  the  distal  loop  of  jejunum  is  not. 

It  is  important  to  observe  the  daily  urinary  out- 
put and  specific  gravity,  for  a low  output  may 
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mean  insufficient  fluid  intake  or  retention  of  urine. 
If  the  former  seems  adequate  even  in  the  absence 
of  ability  to  palpate  a distended  bladder,  it  may  be 
advisable  to  catheterize  the  patient  after  voiding 
to  eliminate  the  possibility  that  residual  urine  is 
present.  If  it  is  present,  the  patient  should  be 
catheterized  every  eight  hours  until  it  disappears. 
Some  prefer  the  use  of  a retention  catheter. 

Many  place  no  restrictions  on  the  patient’s  diet 
when  he  leaves  the  hospital,  inasmuch  as  achlorhy- 
dria is  the  objective  when  operation  is  performed 
for  ulcer.  Others  place  their  patients  on  a re- 
stricted diet  usually  prescribed  for  ulcer  patients 
to  insure  against  subsequent  difficulty,  feeling 
that  a careful  medical  regimen  must  be  continued 
for  an  indefinite  period. 

Sunn  nary 

Having  decided  that  a duodenal  ulcer  falls  into 
the  small  group  which  requires  surgical  treatment, 
the  type  of  operation  giving  the  best  results  is  still 
much  debated.  When  operation  in  indicated  gastric 
resection  is  gaining  ground  for  all  types  of  peptic 
ulcer.  In  perforated  duodenal  ulcer  the  majority 
of  surgeons  feel  that  the  best  treatment  is  to  close 
the  ulcer  and  proceed  no  further.  This  may  be 
proper  when  many  hours  have  elapsed  between  per- 
foration and  operation  or  if  the  patient  is  in  severe 
shock,  hut  when  the  patient  is  in  fairly  good  condi- 
tion some  surgeons  feel  it  is  not  the  best  procedure. 
Frequently  these  patients  will  not  be  well  until  a 
second  operation  is  performed.  Pyloroplasties 
resection  of  ulcer,  gastro-enterostomies,  and  gas- 
tric resections  are  being  done  in  the  presence  of 
perforation.  Yudin  is  a strong  advocate  of  gas- 
tric resection.  The  surgeons  obligation  to  a pa- 
tient at  the  time  when  the  ulcer  perforates  is  to 
get  him  through  alive.  He  should  not  be  obligated 
to  undertake  such  radical  procedures  as  subtotal 
gastrectomy  directed  toward  the  removal  of  the 
ulcer  and  permanent  cure  of  the  condition.  Not  all 
patients  with  perforated  duodenal  ulcers  can  be 
operated  on  early  enough  so  that  the  hazard  to  life 
itself  from  merely  closing  the  ulcer  is  not  consider- 
able. One  cannot  add  the  risk  of  subtotal  gastrec- 
tomy in  the  presence  of  a perforated  ulcer  without 
materially  increasing  the  mortality  rate.  Many 
patients  with  perforated  duodenal  ulcers  have  never 
had  a really  adequate  trial  of  medical  management 
before  the  perforation  occurred.  Under  these  con- 
ditions one  would  subject  a patient  to  a major 
surgical  procedure  without  being  certain  that  the 


ulcer  could  not  have  been  managed  medically  after 
the  perforation  had  been  closed.  It  would  appear 
then  that  a surgeon’s  first  obligation  is  to  save  the 
patient’s  life  by  simple  closure  of  the  ulcer.  His 
next  obligation  is  to  determine  by  an  adequate  trial 
of  medical  management  after  the  patient  has  re- 
covered from  the  perforation,  whether  the  ulcer 
can  be  healed  without  operation.  Then  should 
medical  management  fail,  a radical  operation  should 
be  carried  out  if  the  patient’s  general  condition  and 
the  location  of  the  ulcer  permit. 

In  dealing  with  chronic  duodenal  ulcer  producing 
obstruction,  the  operative  procedure  depends  on 
conditions  found  at  operation.  If  the  obstruction 
is  at  the  pyloric  sphincter,  a pyloroplasty  may  be 
the  most  desirable  operation.  The  results  of  gastro- 
enterostomy in  cases  of  obstruction  are  excellent. 
If  the  obstruction  is  far  past  the  pyloric  sphincter 
and  perhaps  adherent  to  the  head  of  the  pancreas 
a Billroth  II  type  of  resection  would  likely  be  the 
best  operation.  In  either  location  of  the  ulcer  if  the 
patient  is  old  and  his  condition  poor,  a gastro-en- 
terostomy  would  be  the  operation  of  choice.  Gas- 
tro-duodenostomy  may  be  applicable  to  many  cases 
of  obstruction. 

In  the  acute  hemorrhaging  type  of  duodenal  ulcer 
many  direct  their  attention,  not  to  the  ulcer,  but  to 
the  hemorrhage,  feeling  that  the  results  are  better 
when  one  refrains  from  operation.  There  is  a great 
difference  in  the  prognosis  in  the  young  or  those 
before  middle  life,  and  in  the  patients  beyond  mid- 
dle life.  In  the  former,  spontaneous  recovery  is 
practically  always  the  rule ; in  the  latter  it  may  not 
be.  If  operation  for  hemorrhage  is  to  be  under- 
taken the  decision  must  be  made  within  the  first 
forty-eight  hours,  as  it  has  been  shown  by  Fin- 
sterer,  Taylor  and  others  that  if  operation  is  per- 
formed on  patients  who  are  having  massive  re- 
curring hemorrhages  from  a duodenal  ulcer  after 
forty-eight  hours,  the  mortality  will  be  almost  pro- 
hibitive. Recurrent  hemorrhage  should  be  suffi- 
cient cause  for  operation.  In  the  hemorrhaging 
type  of  duodenal  ulcer  which  requires  surgery,  a 
pyloroplasty  and  removal  or  suturing  of  the  ulcer 
is  usually  the  best  operation.  Finsterer,  however, 
does  gastric  resection  in  these  cases. 

The  consensus  of  opinion  in  the  treatment  of 
bleeding  duodenal  ulcer  is  to  control  the  bleeding- 
point  in  the  poor  risk  patient  and  to  keep  in  mind 
that  hemostasis  and  not  necessarily  the  permanent 
cure  of  the  ulcer  is  the  immediate  goal.  However, 
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whenever  the  general  condition  of  the  patient  per- 
mits, a sufficient  amount  of  the  stomach  may  be 
removed  to  reduce  the  secretion  of  acid  as  well  as 
to  remove  the  ulcer-bearing  area.  Following  this 
some  type  of  gastrojejunal  anastomosis  is  carried 
out.  Ligation  of  the  coronary  arteries  alone  is 
insufficient  to  control  the  bleeding.  Recause  of  the 
danger  of  malignancy  in  gastric  ulcer,  excision  of 
a liberal  edge  is  advocated  not  only  to  control  the 
bleeding  hut  to  permit  adequate  microscopic  ex- 
amination. Even  the  opponents  of  gastro-enteros- 
tomy  in  the  treatment  of  duodenal  ulcer  believe  that 
it  may  have  a place  in  the  treatment  of  gastric  ulcer. 

W ith  failure  of  medical  management  it  some- 
times becomes  difficult  to  make  a decision  as  to  ad- 
vising operation.  The  individuals  coming  under 
this  classification  usually  have  severe  pain  which  is 
not  relieved  by  medication,  rest,  or  diet,  and  which 
is  without  intervals  of  relief  or  periods  of  remis- 
sion. These  patients  frequently  have  high  acid 
values  and  usually  have  a penetrating  ulcer  of  the 
posterior  wall  of  the  stomach.  It  is  in  this  group 
that  the  arguments  over  conservative  versus  radical 
operative  procedures  is  most  heated.  During  the 
last  two  years  the  reports  indicate  strongly  that  the 
surgeons  recommending  radical  procedures  are 
more  numerous.  The  operations  most  frequently 
recommended  are  those  which  are  designed  to  re- 
duce the  acid  content  of  the  stomach  and  assure 
alkaline  regurgitation  into  the  stomach.  The  Bill- 
roth 1 1 type  of  operation  or  one  of  its  many  modifi- 
cations is  most  frequently  used. 

Gastric  lesions  present  a very  different  problem 
from  duodenal  lesions.  In  general,  we  can  say  that 
duodenal  lesions  are  medical  problems  and  that  only 
complications  require  surgery,  while  gastric  lesions 
are  surgical  problems.  There  are  a few  gastric  le- 
sions that  will  heal  under  medical  treatment  and 
remain  healed.  Became  of  these  few  medical  cures 
a great  many  other  gastric  lesions  are  treated  medi- 
cally until  the  chance  for  a surgical  cure  has  passed. 
The  death  rate  from  surgical  removal  of  lesions 
that  might  heal  under  medical  treatment  would  be 
very  small  but  the  death  rate  from  malignant  gas- 
tric lesions  treated  medically  is  appallingly  large. 
That  ulcers  of  the  stomach  may  he  the  origin  of 
carcinoma  seems  definitely  established.  The  sur- 
geon should  be  influenced  by  the  location  of  the 
gastric  ulcer  because  of  the  frequency  of  malig- 
nancy in  certain  areas.  Gastric  ulcers  within  one 
inch  of  the  pylorus  should  he  considered  malignant 


until  proved  otherwise.  Early  surgery  should  be 
advised  or  rigid  medical  treatment  with  frequent 
roentgenologic  examinations  for  an  indefinite  peri- 
od regardless  of  apparent  early  clinical  improve- 
ment. Very  large  ulcerations  or  ulcerations  on  the 
greater  curvature  should  he  considered  malignant. 
Scott111  urges  that  all  gastric  ulcers  be  resected 
which  do  not  respond,  under  strict  medical  manage- 
ment, by  diminution  of  symptoms  the  first  week, 
complete  disappearance  of  symptoms  and  absence 
of  occult  blood  in  stools  the  second  week,  and  dis- 
appearance of  the  filling  defect  by  fluoroscopy  by 
the  end  of  the  third  week.  Walters122  advocates 
surgery  for  gastric  ulcer  in  patients  who  have  had 
a hemorrhage,  when  the  x-ray  shows  a crater,  when 
the  lesion  is  producing  pyloric  obstruction,  and 
when  the  ulcer  is  near  the  pylorus  or  on  the  greater 
curvature. 

The  therapeutic  test  in  which  clinical,  roent- 
genological and  gastroscopic  observation  is  con- 
ducted for  a period  of  four  weeks,  during  which 
time  intensive  medical  treatment  of  the  gastric  le- 
sion is  carried  out,  has  found  a distinct  place  in 
t he  differential  diagnosis  of  some  of  these  gastric 
lesions.  There  is  today  unanimous  opinion  that 
when  any  doubt  exists  regarding  the  true  nature 
of  the  lesion,  surgical  treatment  is  indicated. 

In  no  other  condition  does  a surgeon  encounter 
such  marked  variations  in  pathologic  changes  and 
in  the  general  clinical  manifestations  of  a malady 
as  in  the  consideration  of  peptic  ulcer. 

The  success  of  any  operative  procedure  for  pep- 
tic ulcer  depends  on  many  factors,  most  of  which 
are  under  the  control  of  the  surgeon.  Unsatisfac- 
tory results  will  occur,  for  no  procedure  is  without 
risk  nor  does  it  insure  one  hundred  per  cent  relief 
from  symptoms  and  complete  protection  from  fur- 
ther trouble. 

To  achieve  the  most  in  surgical  treatment  of 
duodenal  and  gastric  ulcer,  it  is  essential  that  the 
indications  for  operation  be  rigidly  adhered  to  and 
that  no  operation  be  used  as  a routine  procedure. 
Instead,  the  surgical  procedure  should  he  selected 
which  most  nearly  meets  the  purpose  of  the  inter- 
vention and  which,  after  a thorough  survey  of  the 
situation  upon  opening  the  abdomen,  may  be  car- 
ried out  with  the  maximum  degree  of  safety. 

A satisfactory  result  can  not  be  obtained  in  all 
cases  but  with  increased  experience  and  knowledge, 
the  percentage  of  failures  in  the  surgical  treatment 
of  peptic  ulcer  should  be  reduced  to  a minimum. 
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APPENDIX 

Diets  in  use  for  Postoperative  Care  of 
Peptic  Ulcer  Patients 


Balfour’s  Post  Gastric  Diet 
Nothing  by  mouth  for  forty-eight  hours.  Water  drams 
1 to  ounces  l/2  every  hour  on  third  day. 

Fourth  Day 

8:00  Weak  tea  100  c.c.,  no  cream  or  sugar 
10:00  Plain  orange  flavored  gelatin  l/>  cup,  no  cream  or 
sugar 

12:00  Strained  cream  soup  100  c.c. 

2:00  Milk  100  c.c. 

4 :00  Junket  y2  cup 

6:00  Gruel  made  with  milk.  y2  cup  in  all  and  1 tea- 
spoonful of  sugar 
8:00  Milk  60  c.c.,  cream  60  c.c. 

Fifth  Day 

8:00  Cereal  jelly  2 oz.,  with  50  c.c.  of  cream,  1 dram 
sugar 

10:00  Custard  or  junket  K cup 
12  :00  Cream  soup  150  c.c. 

2:00  Milk  100  c.c. 

4:00  Plain  orange  flavored  gelatin  y2  cup 

6:00  Cereal  jelly  2 oz.,  with  cream  50  c.c.,  1 dram  sugar 

8:00  Milk  100  c.c.,  cream  50  c.c. 

Si.rth  Day 

8:00  Cereal  jelly  3 oz.,  with  cream  50  c.c.,  1 dram  sugar 
10:00  Custard  or  junket 
12:00  Cream  soups  200  c.c. 

2:00  Milk  100  c.c.,  cream  50  c.c. 

4 :00  Plain  orange  flavored  gelatin  y2  cup 

6:00  Cereal  jelly  3 oz.,  with  60  c.c.  cream,  1 dram  sugar 

8:00  Milk  100  c.c.,  cream  50  c.c. 

Seventh  Day 

8 :00  Fine  cooked  cereal  3 oz.,  with  60  c.c.  cream,  1 dram 
sugar,  1 soft  cooked  or  poached  egg 
10:00  Custard  or  junket 

12:00  200  c.c.  cream  soup,  l/2  slice  dry  toast,  or  two 

crackers 

2:00  Plain  gelatin  flavored  with  fruit  juices,  y2  cup 
4:00  Milk  100  c.c.,  cream  50  c.c. 

6:00  Cereal  (without  bran)  with  60  c.c.  cream,  1 dram 
sugar,  y2  slice  dry  toast 
8:00  Milk  100  c.c.,  cream  50  c.c. 

Eighth  Day 

8 :00  Fine  cooked  cereal  4 oz.,  with  cream  50  c.c.,  1 dram 
sugar,  1 slice  toast,  l/2  sq.  butter  and  1 soft  egg 
10:00  Milk  100  c.c.,  cream  50  c.c. 

12  :00  Cream  soup,  1 slice  toast  or  2 crackers,  y2  sq.  butter, 
bland  dessert  (dessert  choice)  : Custards,  plain 
gelatin,  blanc-mange  pudding,  simple  ice  cream 
or  tapioca  pudding 

3:00  Cocoa  or  malted  milk  150  c.c. 

6:00  Cereal  3 oz„  60  c.c.  cream,  1 dram  sugar  or  milk- 
toast  plus  same  (l/2  canned  pear)  pear  sauce 
8 :00  Milk  100  c.c.,  cream  50  c.c. 

Ninth  Day 

8:00  Apple  or  pear  sauce,  1 slice  toast,  y2  sq.  butter, 
cereal  3 oz.,  60  c.c.  cream,  1 dram  sugar,  1 soft 
cooked  egg 

10:00  Milk  100  c.c.,  cream  50  c.c. 

12:00  Baked  or  mashed  potato,  vegetable  puree,  1 slice 
toast,  1 sq.  butter,  bland  dessert 
3:00  Orange  juice  100  c.c. 

6:00  Cream  soup  150  c.c.,  1 slice  dry  toast,  1 sq.  butter, 
baked,  mashed  or  riced  potatoes,  pear  or  apple 
sauce 

8:00  Milk  100  c.c.,  cream  50  c.c. 

Tenth  and  Eleventh  Days 

Same  as  9th  day  with  the  addition  of  cottage  cheese  or  egg 
at  6 P.  M. 


Twelfth  Day 

8:00  Bland  fruit,  (stewed  prunes  without  the  skins), 
strained  apple  sauce,  baked  apples  without  the 
skin  or  seeds,  baked  banana,  baked  or  stewed 
peaches,  canned  pear  or  canned  apricots. 

8:00  Cereal,  cream  and  sugar,  egg  and  toast,  butter, 
beverage 

10:00  1 glass  of  milk  1/5  of  which  is  cream 
12 :00  Cream  soup,  chicken,  or  fish,  small  serving,  Fish 
(white,  haddock,  halibut,  blue,  or  pike.) 
AVOID:  Salmon,  mackerel,  herring,  sardines, 
dried  or  smoked  fish. 

12:00  Potato,  vegetable  puree,  toast,  butter,  bland  dessert 
3 :00  1 glass  milk,  1/5  cream 

6:00  Creamed  or  riced  potato,  poached  egg  on  toast, 
vegetable  puree,  bland  fruit 
8 :00  1 glass  milk 

Note:  Additions  to  the  diet  may  be  made  from  time  to 
lime,  both  in  quantity  and  variety,  depending  on  patient’s 
condition.  1 tablespoonful  of  sweet  orange  juice  may  be 
added  on  the  5th  day,  increased  from  day  to  day  until  he  is 
getting  4 tablespoon fuls  by  the  12th  day. 

Finney  and  Friedenwold  Diet 

First  Day: — First  twelve  hours: — Nothing  by  mouth; 
coffee  and  salt  solution  every  four  hours,  alternating 
with  continuous  salt  solution  by  Murphy  drip.  Fifteen 
hundred  c.c.  of  salt  solution  by  hypodermoclysis. 

First  Day: — Second  twelve  hours: — Small  quantities  of 
cracked  ice  by  mouth.  Salt  solution  infusion,  repeated 
unless  1000  c.c.  of  fluid  has  been  absorbed  per  rectum. 
Second  Day: — Water  by  mouth,  gradually  increasing  to 
30  c.c.  every  two  hours.  Proctoclysis  continued.  Salt 
solution  infusion,  depending  on  condition  of  patient. 
Third  Day: — Water,  30  c.c.  alternating  with  egg  albumin, 
5 c.c.  every  hour. 

Fourth  and  Fifth  Days: — Gradually  increasing  water  and 
albumin  by  mouth.  Continued  proctoclysis. 

Sixth  and  Seventh  Days:—  Clear  unflavored  soup,  dilute 
orange  juice,  increasing  to  60  c.c.  every  two  hours. 
Eighth  and  Ninth  Days: — Water  as  desired.  Other  fluids 
in  60  c.c.  amounts  every  two  hours.  Proctoclysis  is 
discontinued  when  water  is  given  freely  by  mouth. 

Tenth  Day: — Soft  boiled  egg. 

Eleventh  Day: — Begin  soft  diet:  hard  toast,  milk  toast, 
cream  of  wheat,  rice,  baked  potato,  creamed  chicken 
gradually  added  to  diet  up  to 

Fourteenth  Day: — Restricted  light  diet  during  the  third 
week. 

The  diet  is  then  increased  to  that  which  shall  be  followed 
during  the  first  six  months.  The  following  are  gradually 
added,  depending  on  the  tolerance  of  the  patient : any  light 
soup,  the  more  easily  digested  meats,  chicken,  sweetbreads, 
lamb,  the  white  variety  of  fish,  eggs  in  any  form  except 
fried,' mashed  and  strained  vegetables  including  potatoes, 
spinach,  peas,  beans,  asparagus,  and  carrots  ; cereals,  bread, 
excepting  fresh  and  hot  bread,  stewed  fruits,  fatty  food, 
cream,  butter,  and  olive  oil,  any  drinks  except  strong  tea 
and  coffee. 

The  following  should  be  avoided  : tobacco  in  any  form, 
rich,  coarse  and  fried  food,  and  highly  flavored  food.  More 
specifically,  pork,  corned  meat,  potted  meat,  liver  and 
kidney,  duck,  goose,  sausage,  crab,  lobster,  salt  fish,  cauli- 
flower, cabbage,  tomatoes,  beets,  corn,  salads,  melons, 
berries,  pineapple,  pies,  pastry,  candy  especially  chocolate. 
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Rhode  Island  Hospital  Post  Operative  Diet  for 
Gastric  Cases 

First  Day: — Nothing  by  mouth. 

Seeond  Day: — Nothing  by  mouth  or  1 ounce  water  every 
Y2  hour  if  ordered. 

Third  Day: — Feedings  every  hour. 

Albumin  water  2 ounces  and 
Cereal  water  2 ounces  alternating 
Fourth  Day: — Feedings  every  hour. 

Albumin  water  2 ounces  and 

Gruel  (Ys  milk  and  -/$  water)  2 ounces  alternating 
Fifth  Day: — Feedings  every  2 hours. 

Albumin  water  2 ounces 

Gruel  YA  milk  and  Yi  water)  2 ounces 

Junket  2 ounces 

Sixth  and  Seventh  Days: — Feedings  every  2 hours. 

Food  the  same  as  the  5th  day,  but  increase  amounts  1 oz. 
every  day. 

Eighth  Day: — Feedings  every  3 hours. 

Albumin  water  5 ounces 
Gruel  5 ounces 
Junket 

Cream  Soup  5 ounces 
Ninth  Day: — Feedings  every  3 hours. 

Food  the  same  as  the  8th  day,  but  increase  feedings  to 


6 oz. 

Tenth  Day: — Feedings  6 per  day. 

Breakfast  Gruel 

Soft  egg 

Y2  Piece  of  toast  and  butter 
10  A.M.  Junket 

Dinner  Cream  Soup 

2 crackers  and  butter 
Custards  or  plain  puddings 
3 P.  M.  Custard 

Supper  Same  as  breakfast 

8 P.  M.  1 glass  milk 

Eleventh  to  Fifteenth  Days: — Feedings  6 per  day. 
Rreakfast  Pureed  prunes 


Cream  of  wheat  or  strained  oatmeal 

Cream 

Soft  egg 

Yi  toast  and  butter 
Whole  milk 

10  A.  M.  Malted  milk 

Dinner  Cream  Soup 

Baked  or  mashed  potato 
Plain  pudding  or  ice  cream 
Yi  toast  and  butter 
Whole  milk 

3 P.  M.  Malted  milk  or  weak  chocolate  milk 

Supper  1 soft  egg 

Baked  potato,  rice,  cream  of  wheat 
or  strained  oatmeal  with  cream 
Y2  toast  and  butter 
Whole  milk 

Pureed  peaches,  pears  or  apples 

8 P.  M Milk 

Fifteenth  Day: — Feedings. 

Increase  toast 

Add  strained  vegetables  such  as  carrots,  peas,  spinach, 
asparagus,  squash,  string  beans,  and  beets. 

Add  weak  tea  and  coffee. 

Important  Rules  to  Follow: 

1.  Do  not  use  cane  sugar  the  1st  6 days.  Use  milk  sugar. 

2.  Serve  small  quantities  of  food  often.  Do  not  allow 
patients  to  overeat. 

3.  Use  butter,  sugar,  and  salt  sparingly.  Do  not  use 
pepper  or  other  condiments. 

4.  Do  not  serve  hot  or  cold  foods  or  drinks. 

5.  Tobacco  should  be  used  in  moderation  if  at  all. 

For  home  diet  use  printed  diet  marked  “Discharged 

Ulcer  Diet”. 

Call  dietitian  to  give  instructions. 


Rhode  Island  Hospital  Diet  in  use  when  Peptic  Ulcer 
Patients  leave  the  Hospital 

Important  Rules  to  Follotv: 

1.  Eat  small  quantities  of  food  often.  Never  Overeat. 

2.  Avoid  condiments.  This  includes  pepper,  spices,  and 
highly  seasoned  sauces.  Use  salt  sparingly. 

3.  Avoid  all  acids.  This  includes  vinegar,  sour  foods, 
lemons,  tomatoes,  etc. 

4 Avoid  excessive  sweet  foods. 

5.  Do  not  eat  fried  food,  fresh  breads  or  pastries. 

6.  Avoid  very  hot  or  very  cold  food  or  drinks. 

7.  Do  not  eat  raw  fruits  or  vegetables.  They  should 
be  cooked. 

8.  Do  not  drink  beer,  wine  or  other  alcoholic  beverages. 
Soups  You  May  Have: 

All  cream  soups  and  oyster  stew.  No  meat  soups. 

Meats  You  May  Have: 

Chicken,  lamb,  lamb  chops,  scraped  beef,  crisp  bacon  ; 
these  may  be  broiled,  boiled  or  creamed. 

Fish  and  Eggs  You  May  Have: 

All  fish  except  smoked  and  fried. 

Eggs  prepared  any  way  except  fried.  Use  2 eggs  daily. 
Vegetables  You  May  Have: 

Strained  (put  through  a sieve)  peas,  carrots,  beets, 
spinach,  corn,  asparagus,  string  beans,  squash,  pumpkin, 
celery. 

Potatoes ; baked,  mashed,  creamed,  boiled  and  scalloped. 
Rice,  macaroni,  spaghetti,  noodles,  plain  and  cream. 
Breads  You  May  Have: 

Stale  white  bread,  toasted  white  bread,  rusks,  crackers, 
and  zwieback. 

Desserts  You  May  Have: 

All  soft  puddings,  custards,  plain  jello,  ice  cream,  and 
sherbets  containing  no  roughage  such  as  nuts,  cocoa- 
nuts,  raisins,  or  other  fruit. 

Strained  (put  through  a sieve)  apple  sauce,  peaches, 
pears,  prunes,  and  apricots. 

Beverages  You  May  Have: 

Cocoa,  malted  milk,  chocolate  milk,  milk  shake,  cabinets, 
eggnog,  buttermilk,  milk,  cream,  diluted  grape  juice. 
Diluted  orange  juice  should  be  taken  immediately  after 
a meal  two  or  three  times  a week.  Tea  or  coffee  may  be 
used  in  moderation  and  chiefly  as  a means  of  changing 
the  flavor  of  the  milk  and  cream. 

Cereals  You  May  Have: 

Cream  of  wheat,  farina,  strained  oatmeal,  puffed  rice, 
and  cornflakes.  Cooked  are  preferred  to  dry. 

Dairy  Products  You  May  Have: 

Butter,  cottage  cheese,  cream  cheese,  milk,  and  cream. 
From  one  to  two  quarts  of  milk  should  be  taken  daily. 

Sample  Menu 

Breakfast  Strained  stewed  prunes  or  apricots 

Strained  oatmeal  with  top  milk  and 
1 teaspoon  sugar 
Soft  cooked  egg 
Toast 
Cocoa 

10  A.  M.  1 cup  milk  and  2 crackers 

Dinner  1 cup  cream  of  carrot  soup 

Minced  chicken 
Mashed  potatoes 
Strained  potatoes 
Toast 

Tapioca  pudding 
Weak  tea  with  Y2  milk 

3 P.  M.  1 cup  malted  milk 

Supper  . 1 soft  egg 

Baked  potato 
Strained  peas 
Toast 

Strained  canned  pears  or  apple  sauce 
1 cup  chocolate  milk 
8 P.  M.  1 cup  warm  milk 


IX 


Milk 

Realizing  that  pure  wholesome  fluid 
milk  is  a vital  necessity  to  the  maintenance 
of  good  health  in  this  time  of  emergency, 
we  of  the  Hood  Company  will  do  every- 
thing in  our  power  to  continue  supplying 
Rhode  Island  families  with  the  same  high 
quality  dairy  products  they  have  received 
in  the  past. 

Naturally  there  will  be  sacrifices  for  all 
of  us,  and  we  pledge  our  cooperation  in  any 
sound  plan  that  will  help  to  gain  the  ulti- 
mate Victory. 

H.  P.  Hood  & Sons 

135  Harris  Ave.  Providence,  R.  I. 
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Pause  at  the  familiar  red  cooler  for  ice-cold  Coca-Cola.  Its  life,  sparkle 
and  delicious  taste  will  give  you  the  real  meaning  of  refreshment. 


86c  out  of  each  $1.00  gross  income 
used  for  members  benefit 

PHYSICIANS  CASUALTY  ASSOCIATION 
PHYSICIANS  HEALTH  ASSOCIATION 

HOSPITAL  ACCIDENT 

sickness  Insurance 


For  Ethical  Practitioners  Exclusively 

(56,000  POLICIES  IN  FORCE) 


LIBERAL  HOSPITAL  EXPENSE 
COVERAGE 

For 

SI  0.00 

per  year 

$5,000.00  accidental  death 

$25.00  weekly  indemnity,  accident  and  sickness 

For 

$32.00 

per  year 

$10,000.00  accidental  death 

$50.00  weekly  indemnity,  accident  and  sickness 

Fnr 

$64.00 

per  year 

$15,000.00  accidental  death 

$75.00  weekly  indemnity,  accident  and  sickness 

For 

$96.00 

per  year 

39  years  under  the  same  management 

$2,000,000.00  INVESTED  ASSETS 
$1  0,000,000.00  PAID  FOR  CLAIMS 

$200,000  deposited  with  State  of  Nebraska 
for  protection  of  our  members 

Disability  need  not  be  incurred  in  line  of  duty  — 
benefits  from  the  beginning  day  of  disability 

Send  for  applications,  Doctor,  to 

400  First  National  Bank  Building,  • Omaha,  N«br. 

3 


Many  physicians  are  becoming  increas- 
ingly aware  of  the  value  of  DR.  LOCKE 
SHOES  in  their  practice.  They  are  finding 
them  most  HELPFU L in  aiding  the  reduc- 
tion of  pain  and  swelling  due  to  functional 
decompensation  of  foot  structure. 

Our  staff  understand  your  problem  and 
will  work  with  you. 


•«;>v 


SECOND  FLOOR,  W00LW0RTH  BLDG. 
GAS  P E E 8 7 2 8 
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KOROMEX  DIAPHRAGM 


TIP  TURNS 
ON  SWIVEL 


Holla 


Rantos 

t ■Snc. 


New  York,  N.Y. 


5 51  Fifth  Ave  n u e 
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PHYSICIANS  DIRECTORY 


Eye,  Ear,  Nose  and  Throat 

FRANCIS  L.  BURNS,  M.D. 

Ear,  Nose  and  Throat 

Office  Hours  — 1:00-5:00  P.  M. 
and  by  appointment 

382  Broad  Street  Providence 


FRANK  W.  DIMMITT,  M.D. 

Eye,  Ear,  Nose  and  Throat 
78  Waterman  Street  Providence,  R.  I. 

Hours:  By  appointment 


JOS.  L.  DOWLING,  M.D. 

Practice  limited  to 
Diseases  of  the  Eye 

57  Jackson  Street  Providence,  R.  I. 

1-4  and  by  appointment 

RAYMOND  F.  HACKING,  M.D. 
Practice  limited  to  diseases  of  the  eye 
105  Waterman  Street  Providence,  R.  I. 


GORDON  J.  McCURDY,  M.D. 

Ear,  Nose  and  Throat 
Bronchoscopy  and  Esophagoscopy 
Hours,  by  appointment 
Phone  DExter  5550 

198  Angell  Street  Providence,  R.  I. 


BENJAMIN  FRANKLIN  TEFFT,  M.D. 
Ear,  Nose  and  Throat 

185  Washington  Street  West  Warwick,  R.  I. 
Hours  by  appointment  Phone  Valley  229-R 


HERMAN  A.  WINKLER,  M.D. 

Ear,  Nose  and  Throat 
224  Thayer  Street,  Providence  R.  I. 
Hours  by  appointment  Call  GAspee  4010 


Cardiology 

CLIFTON  BRIGGS  LEECH,  M.D. 
Practice  limited  to 

Diseases  of  the  Heart  and  Circulatory  System 
Hours  by  appointment 
Phone  GAspee  5171 
Residence,  Warren  1191 
82  Waterman  Street  Providence,  R.  I. 

Dermatology 

WILLIAM  B.  COHEN,  M.D. 

Practice  limited  to 
Dermatology  and  Syphilology 
Hours  2-4  and  by  appointment 
105  Waterman  Street  Providence,  R.  I. 


VINCENT  J.  RYAN,  M.D. 

Practice  limited  to 
Dermatology  and  Syphilology 
Hours  by  appointment  Call  GA  4313 

198  Angell  Street,  Providence,  R.  I. 


CARL  D.  SAWYER,  M.D. 

Practice  limited  to 
Dermatology  and  Syphilology 
Hours  by  appointment 

182  Waterman  Street  Providence,  R.  I. 

MALCOLM  WINKLER.  M.D. 

Practice  limited  to 
Dermatology  and  Syphilology 
Hours  by  appointment  Call  DExter  0105 

105  Waterman  Street,  Providence,  R.  I. 

Genito-Urinary 

VINCENT  J.  ODDO,  M.D. 

Practice  limited  to 
Urology  and  Urological  Surgery 
Hours:  2-4  and  7-8  and 
by  appointment 

322  Broadway  Providence,  R.  I. 

X-Ray 

JACOB  S.  KELLEY,  M.D. 

Practice  limited  to  all  branches  of 
Roentgenology 

Special  attention  given  to  bedside  work 
153  Smith  Street  Providence,  R.  I. 

Hours:  10  to  4 and  by  appointment 
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E.  P.  Anthony,  Inc. 

DRUGGISTS 


178  Angell  Street  Providence,  R.  I. 


Curran  & Burton,  Inc. 
GENERAL  MOTORS  HEATING  EQUIPMENT 

COAL  OIL 

TURKS  HEAD  BUILDING,  P R O V I D E N C E — G A . 8123 


. . is  wholesome 


CHEWING  GUM 


You  please  your  little  patients 
and  the  older  ones,  too,  with  this 
good-will  gesture.  This  favorite 
all-American  treat  is  so  good  . . . 
and  good  for  you.  Chewing  Gum 
doesn’t  take  the  edge  off  normal 
appetites  and  the  healthful  chewing 
is  so  satisfying. 

What’s  more  . . . many  persons 
who  enjoy  chewing  Gum  regularly 
find  it  helps  keep  them  on  their 
toes,  yet  at  the  same  time  helps 
relieve  excess  tension  and  fatigue. 
Try  it.  Get  some  today.  W-74 


You  of  the  medical  profession,  giving  so  generously  of  yourselves  in  these 
days  of  stress,  can  also  enjoy  this  refreshing  sense  of  a little  pick-up  from  Chewing 
Gum.  And,  as  you  know,  the  chewing  aids  digestion  and  helps  promote  mouth  hygiene. 


NATIONAL  ASSOCIATION  OF  CHEWING  GUM  MANUFACTURERS 
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MEDICAL  OFFICES  FOR  RENT 


Medical  Building,  Providence,  R.  I. 
105  Waterman  St.  — 3-room  suite 
203  Thayer  St.  — 2 rooms 

George  Paul  Slade  GAspee  7730 


“We  guarantee  our  appliances  to  fit" 


Abdominal  Belts  Trusses,  Corsets 

Sacro  Iliac  Belts  Elastic  Stockings 

Spinal  Braces  Wheel  Chairs 

Hospital  Beds,  Arch  Supports  Etc. 

Male  and  Female  Attendants 

Phone  Dexter  8980 

H.  MAWBY  CO.,  INC. 

Makers  of  Surgical  Appliances 


63  Washington  St.  Providence,  R.  I. 


Dentist 

ERNEST  S.  CALDER,  D.M.D. 

Dental  Surgery 

'Phone  Gaspee  7087  801  Union  Trust  Bldg. 

Massage 

MISS  RACHEL  LEE  FITZGERALD 

Swedish  Massage 
Corrective  Exercises 

Telephone:  Warren  1015 

Massasoit  Ave.  Barrington,  R.  I. 

Druggist 

J.  E.  BRENNAN  & COMPANY 
Leo  C.  Clark,  Prop. 

APOTHECARIES 

5 North  Union  Street  Pawtucket,  R.  I. 

Sheldon  Building 

5 Registered  Pharmacists 
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OXYGEN 

CARBON  DIOXID-OXYGEN 
MIXTURES 

HELIUM-OXYGEN  MIXTURES 
NITROUS  OXID 
CARBON  DIOXID 
CYCLOPROPANE 

* * * 

OXYGEN  TENTS,  FACE  MASKS 
For  Sale  or  For  Rent 


COUP  BROTHERS 

Dexter  8020 

24  Hour  Service 


YOU'RE  THE  DOCTOR 
We're  the  Nursing  Home! 
• 

The  Dorcus  Convalescent  Home 
is  now  the 

NILES  NURSING  HOME 

and  is  under  the  management  of  Mrs. 
Edith  C.  Niles  who  is  a niece  of  the  Misses 
Dorcus  and  a graduate  of  Roosevelt 
Hospital. 

^ Efficient,  Experienced,  Friendly 
Management 

► Hospital  Cleanliness 

► Excellent  Food,  supervised  by  Dietitian 

► 24  Hour  Service 

► Flexible,  Reasonable  Rates 

NILES  NURSING  HOME 

INCORPORATED 

32  Blackstone  Boulevard,  Providence 
PL  4178  — PL  3485 


The  chemical  composition  of  Karo  in 
glass  and  in  tins  is  identical 


Vomiting 

of 

Pregnancy 


THE  readily  assimilated 
sugars  in  Karo  Syrup  make 
it  an  ideal  carbohydrate  to 
combat  the  dangerous  ketosis 
of  pregnancy. 


Free  to  Physicians 
'Infant  Feeding  Manual  For 
Physicans"  is  a concise,  helpful 
monograph  containing  specific 
information  and  tested  Karo 
feeding  formulas.  Sent  postpaid. 


Please  Write  Medical  Department 

CORN  PRODUCTS  REFINING  CO. 
17  Battery  Place,  New  York,  N.  Y. 


Copyright  1940,  Mead  Johnson  & Co. 


I WANT  MORE  PABLUM  ! 


PABLUM 

originated 
IN  1933 


Pablum  is  a palatable  mixed  cereal  food,  vitamin  and  mineral  enriched,  composed  of  wheatmeal 
(farina),  oatmeal,  wheat  germ,  yellow  cornmeal,  powdered  beef  bone,  sodium  chloride,  alfalfa 
leaf,  powdered  yeast,  and  reduced  iron,  thoroughly  cooked  and  dried.  Pablum  needs  no  further 
cooking,  and  can  be  prepared  directly  in  the  cereal  bowl  simply  by  adding  milk  or  water,  hot 
or  cold)  During  the  past  decade,  Pablum  has  been  the  basis  of  many  significant  clinical  studies 
and  is  mentioned  favorably  in  numerous  medical  textbooks  and  papers.  Bibliography  on  request. 

MEAD  JOHNSON  & COMPANY,  EVANSVILLE,  INDIANA,  U.  S.  A. 
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FOR  THE  TREATMENT  OF  CONSTIPATION 


*Reg.  U.S.  Pat.  Off.  Petrugalar  is  an  aqueous  suspension  of  pure 
mineral  oil  each  100  cc.  of  which  contains  65  cc.  pure  mineral  oil 
suspended  in  an  aqueous  jelly  containing  agar  and  acacia. 


• Look  at  him  go!  First  in  any  chow  line,  this  rookie’s 
enthusiastic  gorging  is  offset,  fortunately,  by  a strenu- 
ous program  of  exercise.  His  counterpart  among  the 
“Rocking  Chair  Brigade”  still  has  to  he  considered. 
When  over-indulgence  and  lack  of  exercise  are  causa- 
tive factors  in  constipation,  relief  may  often  he 
obtained  with  Petrogalar.* 

It  helps  to  soften  thoroughly  the  stool  and  encour- 
ages regular,  comfortable  bowel  movement.  Petrogalar 
is  acceptable  even  with  “stuffy”  patients  because  of  its 
pleasant  taste  and  ready  miscibility  in  water. 

It  may  be  taken  directly  from  the  spoon  or  from 
a glass.  Consider  Petrogalar  for  the  treatment  of 
constipation. 


P etr ogalar 


Petrogalar  Laboratories,  Inc. 


8134  McCormick  Bouleva  rd 


Chicago,  Illinois 
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RACEPHEDRINE 

HYDROCHLORIDE 

(UPJOHN) 


With  the  winter  come  colds  and  upper  respiratory 
infections.  To  relieve  the  resulting  nasal  conges- 
tion, you  will  again  need  a reliable  decongestant. 

Racephedrine  Hydrochloride  (Upjohn)  is  available  as  a 
1%  solution  in  Modified  Ringer’s  Solution,  in  one  ounce 
dropper  bottles  for  prescription  purposes,  and  in  pint 
bottles  for  office  use. 
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BIOLAC  Is  complete  and  replete. •• 


. . . because  there  is  no  lack  in  Biolac,  except 
for  vitamin  C.  Biolac  feeding  provides  amply 
for  all  other  nutritional  requirements  of  the 
normal  young  infant,  and  no  additional 
formula  ingredients  or  supplements  are  nec- 
essary. It’s  an  improved  evaporated-type 
infant  food  with  breast-like  nutritional  and 
digestional  advantages.  It  is  a complete  for- 
mula, replete  with  nutritional  values.  Biolac 
is  prepared  from  whole  milk,  skim  milk,  lac- 
tose, vitamin  B,,  concentrates  of  vitamins  A 


and  D from  cod  liver  oil,  and  ferric  citrate. 

Why  BIOLAC  is  an  ideal  infant  formula  food: 

• Ample  provision  for  high  protein  needs  of  early 
months 

• Reduced  fat  level  for  greater  ease  in  digestion 

• Enriched  with  vitamins  A,  Bi,  D and  iron 

• All  needed  carbohydrate  in  the  form  of  Lactose 

• Sterilized  for  formula  safety 

• Homogenized  to  improve  digestibility 

• Easy  to  prescribe 

• Convenient  for  mothers  to  use 

• Economical:  nothing  need  be  added 


Prescribe  Biolac  in  your  next  feeding  case.  Professional  literature  on  request. 
Write  Borden’s  Prescription  Products  Division,  350  Madison  Ave.,  New  \ork,  N.  Y. 


ISonUfdi  BIOLAC 


A BORDEN  PRESCRIPTION  PRODUCT 
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E.  P.  Anthony,  Inc. 

DRUGGISTS 


178  Angki.l  Street  Providence,  R.  I. 


Curran  & Burton,  Inc. 

GENERAL  MOTORS  HEATING  EQUIPMENT 

COAL  OIL 

TURKS  HEAD  BUILDING.  PROVIDENCE-GA.  8123 


OXYGEN 

CARBON  DIOXID-OXYGEN 
MIXTURES 

HELIUM-OXYGEN  MIXTURES 
NITROUS  OXID 
CARBON  DIOXID 
CYCLOPROPANE 

* * * 

OXYGEN  TENTS,  FACE  MASKS 
For  Sale  or  For  Rent 

COB P BROTHERS 

Dexter  11020 

24  Hour  Service 


of  B . K . Hart 


on  sale  at  THE  BOOK  SHOP 
5 Grosvenor  Building,  Providence,  R.  I. 
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Highly  practical 


for  INFANTS  and  CHILDREN 

InCORPORATING  the  daily  dose  of  vitamin  D in  milk  removes  some  difficul- 
ties in  administration.  The  mother  merely  needs  to  add  the  prescribed  dose  to  the 
daily  ration  of  milk.  Moreover,  biologic  and  clinical  investigations  have  shown 
that  when  vitamin  D is  thoroughly  diffused  in  milk  smaller  doses  may  suffice  for  the 
prevention  and  cure  of  rickets. 

Drisdol  in  Propylene  Glycol  makes  it  possible  to  secure  the  benefits  obtainable  from 
combining  vitamin  D with  the  daily  milk  ration.  Unlike  oily  preparations,  Drisdol 
in  Propylene  Glycol  diffuses  readily  in  milk  and  when  well  diluted  imparts  no  taste 
nor  odor. 


HOW  SUPPLIED: 
Drisdol  in  Propylene 
Glycol— 10,000  U.S.P. 
units  per  gram — is 
available  in  bottles  con- 
taining 5 cc.  and  50  cc. 
A special  dropper  de- 
livering250U.S.P.  vita- 
min D units  per  drop  is 
supplied  with  each 
bottle. 


DRISDOL 

Reg.  U.  S.  Pat.  Off.  & Canada 

Brand  oj  CRYSTALLINE  VITAMIN  D 
from  ergosterol 

IN  PROPYLENE  GLYCOL 


WINTHROP  CHEMICAL  COMPANY, 


Pharmaceuticals  oj  merit  jor  the  physician 


INC. 


NEW  YORK,  N.  Y. 


WINDSOR,  ONT. 
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There's  little  question  about 
the  effectiveness  of  Amniotin  in  relieving 
menopausal  symptoms  . . . that’s  been 
proved  by  a great  number  of  clinical  reports 
published  during  the  past  twelve  years. 
Amniotin  has  also  proved  effective  in  other 
conditions  related  to  deficiency  of  estro- 
genic hormone  . . . senile  vaginitis  . . . 
kraurosis  vulvae  . . . pruritus  vulvae  . . . 
gonorrheal  vaginitis  in  children. 

Important  to  users  of  estrogens  is  the 
fact  that  Amniotin  is  now  available  in 
10-cc.  and  20-cc.  diaphragm-capped  vials. 
These  new  “bulk  packages”  provide  two 
advantages  . . . economy  and  convenience. 
The  wide  variation  in  requirements  of 
women  with  menopausal  symptoms  can  be 
met  by  simply  withdrawing  the  proper  dos- 
age from  the  vial.  The  new  vial  packages 
provide  a substantial  saving  over  the  cost 
of  Amniotin  in  ampuls  . . . without  sacrifice 
of  activity,  uniformity  or  stability. 

Differing  from  estrogenic  substances  con- 
taining or  derived  from  a single  crystalline 
factor,  Amniotin  is  a highly  purified,  non- 
crystalline preparation  of  naturally  occur- 
ring estrogenic  substances  derived  from 
pregnant  mares’  urine.  Its  estrogenic  activ- 
ity is  expressed  in  terms  of  the  equivalent 
of  International  units  cf  estrone. 


HOW  SUPPLIED 

AMNIOTIN  IN  OIL — For  Intramuscular 
Injection 

2.000  I.U.  per  I cc.  ampul,  boxes  of  6,  25,  50 

5.000  I.U.  per  I cc.  ampul,  boxes  of  6,  50 

10.000  I.U.  per  I cc.  ampul,  boxes  of  3,  25,  50 

20.000  I.U.  per  I cc.  ampul,  boxes  of  3,  25. 

Economy  Sizes — 

10  cc.  vial — 10,000  I.U.  per  cc. 

20  cc.  vial — 2,000  I.U.  per  cc. 

AMNIOTIN  PESSARIES— For  Intra- 
vaginal  Use 

1.000  I.U.  each,  boxes  of  12  (Children) 

2.000  I.U.  each,  boxes  of  6 and  50  (Adults) 

AMNIOTIN  CAPSULES— For  Oral 
Administration 

1.000  I.U.  per  capsule — 

boxes  of  20  and  100  capsules 

2.000  I.U.  per  capsule — 

boxes  of  20  and  100  capsules 

4.000  I.U.  per  capsule — 

boxes  of  20  and  100  capsules 

10.000  I.U.  per  capsule — 

boxes  of  20  and  100  capsules 


For  literature  write  Professional  Service  Dept.,  E.  R.  Squibb  & Sons,  745  Fifth  Are.,  N.  Y. 


Amniolin 


A SQUIBB  PREPARATION  OF  ESTROGENIC  SUBSTANCES 
OBTAINED  FROM  THE  URINE  OF  PREGNANT  MARES 
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Here’s  Direct  Aid  Against 

FEVER 


Filters  the  Air  Almost 

You  Breathe  ) I n v i s i b I e ! 


DR.  WEAVER'S  NASAL  FILTER. 

designed  by  the  physician  to 
the  St.  Louis  Cardinals  Base- 
ball Team,  instantly  cuts  intake 
of  irritating  pollens,  relieves 
weeks  of  needless  misery. 

Wear  it  at  work  or  at  night  — 
almost  invisible,  always  com- 
fortable, makes  breathing 
easier.  Completely  adjustable 

Ask  Your 


for  exact  fitting  to  each  user, 
adult  or  child  — the  reason  for 
its  great  success. 

Over  40,000  users  for  Hay  and 
Rose  Fever,  “Seasonal”  Asthma 
and  protection  from  industrial 
dusts.  Come  in  and  let  us  make 
these  coming  weeks  pleasant 
ones  to  stay  home  or  travel 
where  you  please. 

Physician! 


Q 

ADJUSTABLE  - CUSTOM-FITTED 
WORN  INSIDE  THE  NOSE  - SCARCELY  VISIBLE 


Physicians-Surgeons 
Medical  and  Hospital 
Supplies 


SMITH  - HOLDElLT 
COMPANY  Vi 


Hospital  Beds-Wheel 
Chairs-T  russes-Belts 
Supports-Sick  Room 
Supplies 


624  Broad  Street 


Across  from  St.  Joseph's  Hospital 
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Mn  the  Lilly  Laboratories  not  just  any  cat  or  frog 
that  happens  along  is  used  in  standardizing  digitalis.  Lilly 
accuracy  demands  careful  selection  and  housing  of  test  ani- 
mals under  standard  conditions  in  order  to  avoid  individual 
variations  due  to  environment  and  nutrition.  Frogs  which  are 
being  prepared  for  digitalis  testing  are  held  in  a constant 
temperature  bath  where  a variation  of  no  more  than  0.1°  C. 
is  permitted.  The  results  of  testing  are  evaluated  by  compe- 
tent workers,  some  with  over  twenty  years  of  experience  in 
digitalis  standardization. 
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PROVIDENCE  MEDICAL  ASSOCIATION 
Address  of  the  President 

MURRAY  S.  DANFORTH,  M.D. 


First  I wish  to  express  my  gratification  and  ap- 
preciation for  the  honor  that  was  given  me  when  I 
was  elected  President  of  this  Association.  I feel  it 
was  undeserved  but  it  has  been  a pleasure  to  serve 
with  such  a group  and  with  the  members  of  the 
Executive  Committee.  I am  especially  thankful 
for  the  enthusiastic  help  and  stimulus  given  by  our 
Executive  Secretary,  Mr.  John  E.  Farrell.  His 
unfailing  desire  to  be  of  service  is  an  inspiration  to 
all  of  us  who  have  worked  with  him. 

Some  fifty  years  ago  it  was  voted  that  the  Presi- 
dent should  make  an  address  with  special  reference 
to  the  work  and  needs  of  the  Association,  and  it  is 
my  duty  to  give  some  idea  of  how  we  are  fulfilling 
the  role  of  promoting  health  in  our  community. 

To  understand  the  aim  of  our  work,  it  is  desirable 
to  survey  and  evaluate  our  motives.  We  are  not  a 
closed  corporation  and  only  to  a slight  extent  a self- 
perpetuating  body.  To  become  a member  of  our 
organization,  it  is  only  necessary  to  prove  we  have 
fulfilled  certain  requirements  of  education  and 
training.  This  is  to  exclude  the  incompetent.  No 
one  who  can  prove  his  training  and  ethics  can  be 
excluded  from  practice  and  in  this  instance  I mean 
ethics  in  the  broad  sense  of  the  word  and  not  what 
is  so  frequently  criticized  and  derided  as  medical 
ethics.  This  leads  me  to  define  what  true  medical 
ethics  mean.  It  is  only  a version  of  the  Golden 
Rule  — - “Do  unto  others  as  you  would  that  others 
do  unto  you.”  The  layman  criticizes  because  a 
doctor  called  in  consultation  may  not  take  over  as 
his  own  the  patient  he  has  been  called  to  see  as  a 
consultant.  The  layman  believes  that  this  rule  is  to 
protect  the  doctor  in  charge,  but  it  is  actually  to 
protect  all  patients,  for  if  the  consultant  takes  the 
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case,  even  if  he  is  more  skilled,  it  would  mean  that 
the  doctor  in  charge  would  not  call  him  again  and 
so  the  patients  would  not  have  the  advantage  of 
having  even  a very  skilled  consultant  called  and  the 
whole  body  of  patients  would  suffer.  It  is  not  a rule 
of  selfishness  but  of  true  altruism. 

Just  now  medical  ethics  need  especially  to  be  up- 
held for  our  altruism  is  being  challenged.  No  con- 
tinuing progress  can  come  in  medicine  except  by 
the  most  unselfish  work  on  the  part  of  us  all.  Great 
tact  and  the  desire  to  help  are  the  factors  that  will 
keep  us  on  the  straight  path.  The  brightest  stars  in 
medicine  are  and  have  been  the  most  unselfish  and 
the  most  generous  in  their  help  to  others.  Remem- 
ber that  it  is  more  blessed  to  give  than  to  receive. 

Years  ago  my  mother  gave  me  a motto,  the  author 
of  which  I do  not  know,  but  it  said,  “Give  to  the 
world  the  best  you  have  and  the  best  will  come  to 
you.” 

The  present  world  chaos  is  due  to  the  desire  to  get 
in  any  way  possible  rather  than  to  give  in  every 
way  possible.  Medicine  from  the  beginning  has 
been  a guild  of  givers  and  only  in  isolated  instances 
are  there  groups  whose  aim  is  to  take  rather  than 
give ; and  that  brings  me  to  relate  what  our  Asso- 
ciation has  been  trying  to  do  for  93  years. 

The  aim  was  to  stimulate  learning,  not  for  the 
ultimate  good  of  its  members,  but  to  be  able  to  give 
more  to  humanity. 

This  year  in  choosing  speakers,  I have  tried  to 
have  the  scientific  part  of  our  meetings  given  in  part 
by  guests  who,  for  the  most  part,  are  teachers  in 
the  foremost  medical  schools  of  this  part  of  the 
country,  and  they  have  come  to  give  and  have  given. 
Parts  of  our  programs  have  been  by  our  members 
and  it  was  with  the  desire  to  give  that  they  have 
studied  hard  and  criticized  their  own  work,  and  I 
am  gratified  that  their  standards  of  achievement  are 
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high.  We  have  much  done  by  our  members  of 
which  we  have  reason  to  he  proud.  No  one  of  our 
members  who  has  spoken  can  he  anything  but 
pleased  with  its  value  and  the  appreciation  with 
which  it  has  been  received.  They  are  to  he  con- 
gratulated. 

Not  all  the  work  of  our  Association  has  been 
directly  scientific.  We  have  been  giving  in  other 
ways,  both  time  and  money.  Your  former  Presi- 
dent, Dr.  Walsh,  and  his  committee  gave  freely  and 
willingly  the  time  needed  for  the  Community  Fund 
Drive,  and  now  he  and  his  committee  are  working 
on  the  Red  Cross  Drive. 

Just  now  always  uppermost  in  our  minds  is 
medical  preparedness  for  any  emergency  that  may 
arise  and  the  need  for  strong  individual  effort  has 
never  been  more  apparent.  It  is  said  a chain  is  as 
strong  as  its  weakest  link  and  we  need  and  are 
producing  leaders  as  well  as  privates.  Gradually, 
perhaps  too  gradually,  groups  are  being  formed  and 
trained.  I hope  and  believe  we  shall  be  in  time,  but 
we  cannot  relax  or  we  shall  not  he  in  readiness  if 
and  when  the  need  arises. 

I he  crisis  now  on  us  in  civilian  preparedness  is 
creating  more  call  for  our  work  as  groups  and  indi- 
viduals. As  I noted  in  an  article  on  tuberculosis  in 
the  “Medical 'News,”  the  deaths  from  tuberculosis 
have  risen.  This  is  probably  due  to  fatigue,  not 
necessarily  from  work,  but  using  easily  earned 
money  to  play  more  and  so  curtailing  sleep  and 
eating  irregularly.  This  may  be  more  apparent 
than  real,  but  it  does  mean  we  must  be  increasingly 
diligent  so  that  early  cases  may  be  detected  and 
more  time  must  be  given  to  educating  the  public. 

Recently  more  cases  of  diphtheria  have  occurred. 
That  is  because  the  public,  as  time  goes  on,  has 
ceased  to  realize  the  importance  of  immunization 
of  children.  The  public,  or  some  of  it,  believes  that 
the  doctor  is  seeking  to  gain  patients  by  emphasizing 
the  need  of  this  procedure,  but  the  public  should 
remember  that  the  work  and  preaching  of  the  doc- 
tors have  almost  stamped  out  diphtheria  so  that  this 
criticism  is  most  unjust. 

Medical  men  too  have  helped  reduce  bone  and 
joint  tuberculosis  to  a minimum  through  helping 
show  the  need  of  pure  milk,  and  further,  the  med- 
ical profession  helped  pass  the  law  making  it 
obligatory  to  report  all  malignant  tumors  so  that 
scientific  investigation  could  be  further. 


In  this  brief  resume  I have  attempted  to  mention 
some  of  the  activities  of  the  Association.  For  the 
future  we  must  give  more  time,  more  thought  and 
more  work,  and  we  must  he,  so  far  as  possible,  in 
advance  of  public  demands  and  meet  and  be  pre- 
pared to  put  into  action  the  methods  and  means  to 
fulfill  the  legitimate  demands  and  needs. 

I wish  all  members  would  heed  the  old  adage  that 
he  who  pays  the  fiddler  may  call  the  tunes.  In  other 
words,  remember  that  he  who  pays  may  and  does 
give  the  orders.  Let  us  show,  so  far  as  possible,  that 
local  affairs  can  best  be  administered  by  unselfish 
local  leaders,  and  medical  men  should  be  the  leaders. 
Do  not  take  grants  but  let  voluntary  unhampered 
local  organizations  do  the  work  rather  than  have  it 
done  under  orders  of  some  central  far  away  bureau. 

124  Waterman  St. 


LEPROSY 

Report  of  a Case  and  a Brief  Summary  of 
Certain  Interesting  Features  of  the  Disease 

By  Harold  S.  Barrett,  M.D.* 

Leprosy  in  this  state,  as  in  this  country,  is  a rare 
condition.  The  records  of  the  Charles  V.  Chapin 
Hospital  from  1910  to  1941  reveal  only  two  cases, 
the  one  to  be  reported  here,  and  one  former  case. 
There  have  been  47,940  admissions  to  the  hospital 
during  its  existence,  exclusive  of  mental  patients, 
giving  an  incidence  of  1 :24,000  approximately.  In 
the  United  States  it  has  been  estimated  by  Collier1 
that  there  are  about  1,200  lepers,  with  less  than 
one-third  of  the  cases  being  treated  at  the  National 
Leprosarium.  Data  from  the  latter  institution  as 
compiled  and  analyzed  by  Aycock2-3  show  that 
there  have  been  927  admissions  during  the  eighteen 
year  period  from  February,  1921,  when  the  Louis- 
iana Leper  Home  was  acquired  by  the  Federal 
Government,  to  December,  1939,  497  cases  being  in 
American-born  persons.  Analysis  of  this  limited 
group  by  state  of  birth  and  state  from  which  ad- 
mitted further  reveals  the  major  foci  of  disease  to 
he  in  California,  Texas,  Louisiana,  and  Florida, 
with  colonies  also  known  in  Minnesota.  The  for- 
eign-born cases  are  admitted  from  states  where 

*House  Officer,  Charles  V.  Chapin  Hospital,  Providence, 
R.  I. 
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there  are  major  seaports.  Although  leprosy  from 
these  figures  is  definitely  not  a major  problem  on 
this  continent,  the  number  of  cases  in  the  world  is 
large.  In  1925  Rogers  stated  that  there  were  1,370,- 
2 77  known  lepers  in  the  world.  Muir  in  1937  placed 
the  figure  at  from  five  to  six  million,  the  main  foci 
being  in  China,  India,  and  Africa4,5.  Repeated 
intensive  surveys  have  always  shown  that  the  num- 
ber of  reported  cases  in  an  area  represents  one-third 
to  one-tenth  of  the  actual  cases. 

Case  Report  — No.  54393 

History:  This  twenty-one  year  old,  married,  Chi- 
nese restaurant  employee  entered  the  Charles  V. 
Chapin  Hospital  August  15,  1941,  because  of  a 
skin  eruption  on  his  right  thigh  of  more  than  two 
years’  duration.  The  trouble  started  insidiously  as 
a tingling  and  itching  sensation  of  the  afifected  area, 
which  gradually  lost  its  sensation.  About  three 
months  later,  or  just  over  two  years  before  admis- 
sion, small  red  macules  began  to  appear.  These 
were  slightly  itchy  at  the  periphery,  never  re- 
gressed, but  gradually  began  to  coalesce,  without 
evidence  of  scarring.  They  became  so  extensive 
that  the  patient  became  worried  and  consulted  a 
physician.  An  exact  diagnosis  was  not  given  the 
patient,  but  he  was  advised  to  continue  under  medi- 
cal care  until  a decision  was  reached,  and  ultra- 
violet therapy  was  begun.  The  patient  received 
about  five  or  six  treatments  at  intervals  of  one  to 
two  weeks,  as  be  was  not  entirely  faithful.  Under 
treatment  the  central  portion  of  the  afifected  skin 
became  raised  and  deep  brown  in  color,  with  a 
slight  tendency  to  scale.  The  case  was  seen  in  con- 
sultation because  of  failure  of  the  skin  lesions  to 
clear,  and  a small  biopsy  was  taken,  which  was  sent 
to  the  state  laboratory,  where  a presumptive  diag- 
nosis was  made  and  the  case  referred  to  the  hospital. 
In  the  three  weeks  prior  to  admission,  multiple 
dime-sized  pink  macules  appeared  on  the  ankles, 
knees,  and  wrists.  On  going  into  the  background  of 
the  patient,  it  was  found  that  he  knew  of  no  case  of 
leprosy  in  his  family  or  friends.  He  was  born  in 
Kwangtung  Province,  China,  where  leprosy  is  en- 
demic, in  1920,  and  lived  there  until  1931.  He  then 
came  to  this  country  and  resided  in  Seattle,  Wash- 
ington, where  he  obtained  his  education,  until  1937. 
He  then  returned  to  his  native  area  in  China  from 
July,  1937,  until  September,  1938,  when  he  again 


returned  to  this  country,  and  came  east  to  reside  in 
Providence,  Rhode  Island,  where  he  was  living 
when  the  first  symptoms  began.  The  patient  re- 
called no  skin  eruptions  prior  to  those  already 
described.  He  had  never  been  seriously  ill.  In  1937, 
just  before  his  return  to  China,  he  was  ill  for  about 
two  weeks  with  mumps.  Shortly  after  his  return  to 
China  in  1937  he  again  was  ill  for  a short  time  with 
fever,  joint  pains,  and  diarrhoea,  diagnosed  as 
“ague,”  which  was  then  epidemic,  and  from  the 
clinical  description  probably  dysentery.  In  1939 
the  patient  recalled  being  troubled  with  pain  in  both 
knees  for  a short  period  of  time.  These  episodes 
represented  the  only  febrile  illnesses  or  joint  diffi- 
culties ever  experienced  by  the  patient,  and  were 
not  characteristic  of  the  febrile  periods  in  leprosy. 
The  patient  had  only  two  colds  a year,  and  had 
never  been  troubled  with  continued  colds  or  nasal 
discharge  in  his  life.  Other  data  from  the  history 
were  not  contributory  to  the  present  illness. 

Physical  Examination:  This  revealed  on  admis- 
sion, a young  well  developed  and  nourished  Chinese 
male  in  no  apparent  distress,  whose  only  positive 
findings  were  limited  to  his  skin.  The  mucous  mem- 
branes of  the  nose  and  throat  were  normal.  There 
were  no  palpable  thickenings  along  any  of  the  main 
nerve  trunks.  About  the  wrists,  backs  of  the  hands, 
on  the  forearms  towards  the  elbow,  just  below  the 
knee  joints,  and  about  the  shins  and  ankles  there 
were  multiple  one  to  two  centimeter  red  raised 
macules  which  showed  no  tendency  to  favor  either 
extensor  or  flexor  surfaces  and  did  not  blanch  on 
pressure.  These  lesions  showed  no  disturbances  of 
sensation,  nor  was  there  any  noted  in  the  normal 
appearing  skin,  as  tested  for  light  touch,  pain, 
pressure,  heat,  and  cold.  On  the  antero-lateral  sur- 
face of  the  right  thigh  there  was  an  irregular  salmon 
pink  area  about  four  by  ten  inches  in  greatest 
dimensions,  the  central  portion  of  which  was  red 
brown,  raised,  and  roughened,  with  some  slight 
tendency  to  scale.  The  whole  lesion  was  continuous, 
showed  no  open  ulceration  or  evidence  of  scarring, 
and  was  completely  anesthetic. 

Laboratory  Study:  Routine  urine  examination, 
nose  and  throat  cultures,  blood  sugar  and  non-pro- 
tein nitrogen  determinations,  were  within  normal 
limits  on  admission.  Three  days  after  admission  a 
more  extensive  biopsy  through  the  skin  and  sub- 
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cutaneous  tissue  of  the  two  types  of  skin  lesion  and 
a small  portion  of  normal  skin  was  removed,  anes- 
thesia being  required  only  in  the  area  of  normal 
skin.  The  pathological  picture  was  reported  charac- 
teristic of  leprosy .hy  Dr.  James  Fallon,  pathologist 
for  the  Charles  V.  Chapin  Hospital  and  the  state 
of  Rhode  Island.  Sections  of  tissue  were  sent  to 
R.  D.  Little,  Senior  Surgeon  and  Chief  of  the  Divi- 
sion of  Pathology  of  the  United  States  Public 
Health  Service  and  the  diagnosis  was  confirmed. 
A special  agglutination  test  with  formolized  sheep 
cells  as  described  by  Rubino6  was  negative  ten 
days  after  admission.  Sedimentation  rates  three 
times  were  within  normal  limits.  The  patient  had 
no  nasal  ulcer,  hyperemia,  or  discharge  from  which 
to  make  a nasal  scraping  smear.  The  production  of 
coryza  with  overdoses  of  potassium  iodide  as  a 
provocative  test  was  considered,  hut  not  attempted 
because  of  the  lepra  reactions  which  may  follow  this 
test  in  unskilled  hands. 

On  September  11,  1941,  with  the  consent  of  the 
patient,  another  biopsy  was  taken,  this  time  requir- 
ing no  anesthesia.  With  the  aid  of  Dr.  H.  S.  Fuller 
of  the  Department  of  Tropical  Medicine  of  Har- 
vard Medical  School,  a saline  suspension  of  the 
biopsy  material  ground  up  by  means  of  sterile 
sand  was  injected  into  four  laboratory  animals  in 
an  effort  to  transmit  the  disease  hy  the  method  of 
Dubois  and  Gavrilof7,  and  Burnet8,  who. reported 
that  hamsters  were  susceptible  to  leprosy  and 
would  die  after  developing  typical  nodules.  A 
guinea  pig  was  used  to  rule  out  all  possibility  of  the 
lesion  being  tuberculous.  Three  hamsters  were  in- 
oculated, one  intraperitoneally,  one  intranasally  and 
subcutaneously  at  the  base  of  the  tail,  and  the  third 
along  the  path  of  the  sciatic  nerve  and  in  one  foot 
pad.  After  three  months  of  observation  none  of 
these  animals  had  developed  any  type  of  lesion. 

Course  ami  Treatment : On  the  ward  the  patient 
had  an  afebrile  and  completely  uneventful  course. 
Shortly  after  admission  he  developed  a few  new 
macules  on  his  neck.  He  received  one  course  of 
Winthrop’s  “Chaulmestrol,”  a thin  light  clear  oily 
fluid  consisting  of  a mixture  of  the  ethyl  esters  of 
various  unsaturated  acids  of  chaulmoogra  oil,  neu- 
tral in  reaction,  with  a faint  odor  and  not  unpleasant 
taste.  This  medication  was  administered  by  intra- 
muscular injection  once  a week  beginning  with  a 
dose  of  one  cubic  centimeter,  and  increased  by  one 


cubic  centimeter  each  dose  until  a maximum  of  six 
cubic  centimeters  was  reached.  Under  this  treat- 
ment the  lesion  seemed  to  lose  some  of  its  colora- 
tion and  there  was  some  slight  return  of  sensation. 
The  patient  then  started  on  a course  of  diphtheria 
toxoid  as  described  hy  Collier'.  On  October  22, 
1941,  the  patient  was  discharged  to  the  National 
Leprosarium  at  Carville,  Louisiana. 

Leprosy  in  General 

Leprosy,  derived  from  the  Greek  word  “lepros,” 
meaning  scaly,  was  known  in  antiquity,  and  is  traced 
by  Garrison10  as  far  back  as  the  Assyrians  and 
Babylonians  in  2250  B.  C.,  when  transmission  of 
the  disease  was  noted  and  the  policy  of  segregation 
adopted.  The  Bible  contains  one  hundred  and 
seventy-three  verses  having  reference  to  leprosy, 
which  was  therein  confused  with  psoriasis  and 
scabies.  The  disease  was  epidemic  in  Europe  dur- 
ing the  Middle  Ages,  when  much  of  the  modern  lay 
view7  of  leprosy  arose.  Mercier11  describes  some 
of  the  facts  when  he  says: 

“When  the  diagnosis  of  leprosy  was  made, 
the  leper  was  subjected  to  a gruesome  ceremony 
adopted  from  that  of  taking  the  veil.  Wrapped  in 
a shroud,  and  placed  on  a bier,  he  was  carried 
into  the  church,  his  family  and  friends  following 
in  funeral  procession.  In  the  church,  which  was 
hung  in  black  as  for  a funeral,  the  leper  was  laid 
on  the  ground,  covered  with  a pall,  and  a requiem 
mass  was  said.  He  was  then  carried  to  the 
churchyard  and  laid  beside  an  open  grave,  where 
the  priest  three  times  scattered  dust  on  his  head, 
saying,  ‘Die  to  the  world,  be  born  again  to  God.’ 
Then,  while  the  Libera  Me,  the  psalm  for  the 
dead,  was  chanted,  the  leper  was  conducted  to  his 
cabin,  at  the  door  of  which  the  priest  gave  him 
his  scrip  for  alms,  his  stoup  for  water,  his  wallet 
for  scraps  of  food,  his  gloves,  his  cloak,  his 
clapper,  and  addressed  him  : — 

The  address  mentioned  consisted  of  the  ritual 
of  Paris,  which  has  been  summarized  and  analyzed 
from  the  point  of  view  of  a sanitarian  and  epidemi- 
ologist hy  Heiser12  as  follows: 

“They  were  forbidden  to  enter  the  church,  or 
the  market  place,  or  the  mill,  or  the  public  fair, 
or  in  any  company  or  assembly  of  people  what- 
soever (person-to-person  contact). 

“They  were  forbidden  to  wash  their  hands  and 
all  necessary  things  in  fountain  or  in  brook  or  in 
any  water  whatsoever,  and  if  they  wished  to 
drink  were  ordered  to  take  water  in  their  own 
jug  or  some  other  vessel  (water-borne  infection 
and  the  drinking  cup). 
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“They  were  not  allowed  to  touch  anything  that 
they  wished  to  buy  in  any  place  whatsoever,  but 
had  to  point  to  it  with  rod  or  staff. 

“While  going  through  the  fields,  they  were  not 
allowed  to  reply  to  anyone  who  might  question 
them  except  first,  for  fear  they  might  infect 
someone,  they  step  off  the  road  to  the  leeward, 
and  also  they  were  not  allowed  to  travel  by  high- 
wav  at  all  for  fear  of  meeting  someone  (air-borne 
infection). 

“If  necessity  required  that  they  take  a path 
through  the  field,  they  were  forbidden  to  touch 
the  hedges,  or  brush,  on  either  side  except  before 
this  they  put  on  their  gloves  (contamination  of 
objects) . 

“They  were  forbidden  to  touch  little  children 
or  any  young  people  whatsoever  and  to  eat  and 
drink  with  companions  save  they  were  lepers 
(isolation).” 

Such  ceremonies  have  come  down  from  the  past 
reflected  in  our  treatment  of  lepers  at  present.  They 
also  find  artistic  expression  in  such  diversified  fields 
as  poetry  (Tennyson’s  “The  Leper’s  Bride"), 
ceramics,  and  painting  (Hans  Holbein’s  portrait 
of  St.  Elizabeth  giving  bread  and  wine  to  prostrate 
lepers). 

Leprosy  is  usually  defined  as  one  of  the  chronic 
infectious  granulomata,  being  grouped  with  tuber- 
culosis and  syphilis,  a generalized  systemic  infec- 
tion caused  by  Mycobacterium  leprae  and  mani- 
fested by  reaction  of  the  body  tissues  to  its  presence. 
The  association  of  a bacterium  with  the  lesions  of 
leprosy  was  first  made  by  Armaur  Hansen  in  1874, 
before  the  use  of  differential  staining  for  micro- 
scopic sections,  by  examination  of  material  from  a 
leproma,  and  was  confirmed  in  1879  by  Neisser, 
although  they  were  not  able  to  cultivate  the  bacillus. 
The  organism  as  it  occurs  in  the  lesions  is  described 
by  Zinsser  and  Bayne-Jones13  as  a small  rod, 
straight  or  slightly  curved,  with  blunt  ends,  often 
lying  side  by  side  in  clumps  or  packets  intra-  and 
extracellularly  in  tissues.  It  is  acid  fast,  gram  posi- 
tive, non-motile,  with  a beaded  granular  appearance, 
and  does  not  form  endospores.  This  organism  has 
not  yet  definitely  been  cultured,  and  even  animal 
transmission  of  the  disease  is  debatable. 

Certain  epidemiologic  features  have  been  estab- 
lished. The  disease  is  more  common  in  males  than 
in  females  (2:1),  and  females  as  a rule  have  a 
milder  form  of  the  disease.  The  ages  most  fre- 
quently attacked  are  those  from  youth  to  the  prime 
of  life,  or  ten  to  forty  years.  Doull14  found  that 


there  was  no  sex  difference  in  children,  and  that 
children  seemed  to  do  very  poorly  with  the  disease. 
There  is  no  evidence  that  the  disease  itself  is 
hereditary,  but  the  susceptibility  may  be  passed 
on  in  families.  Aycock2-3  has  studied  the  racial 
stocks  involved  in  this  part  of  the  world  and  be- 
lieves the  disease  tends  to  stay  in  the  Scandinavian 
peoples  in  the  midwest,  and  the  French  in  the  south, 
the  very  people  whose  ancestors  brought  it  to  this 
country.  The  distribution  of  leprosy  in  the  world 
forces  the  conclusion  there  must  he  some  relation 
to  climate,  as  the  disease  is  found  in  moist  hot 
humid  climates,  which  may  influence  either  the 
transmission  or  the  development  of  the  disease. 
Social  hygiene  levels  are  also  low  in  these  areas, 
and  have  been  thought  to  have  some  significance, 
but  all  of  these  factors  are  interwoven  in  a web 
which  is  not  yet  well  enough  explored  to  determine 
what  part  each  plays  in  its  design.  Even  the  exact 
manner  of  transmission  of  leprosy  is  unknown, 
although  the  theory  of  contact  infection  is  most 
widely  accepted.  The  exact  portal  of  entry  is  un- 
certain. may  he  the  upper  respiratory  tract,  due  to 
the  occurrence  of  nasal  ulcers  and  positive  hac- 
teriologic  smears  with  great  frequency.  It  has 
also  been  postulated  that  during  the  febrile  periods 
of  the  disease  when  new  skin  lesions  are  appearing 
there  is  blood  stream  infection,  the  lesions  being 
evidence  of  embolic  phenomena. 

Leprosy,  while  an  infectious  disease,  is  not 
acutely  contagious.  The  communicability  of  the 
disease  is  low,  it  being  generally  conceded  that  pro- 
longed and  intimate  contact  is  necessary,  probably 
a year.  The  incubation  period  is  also  very  vague, 
being  placed  at  from  two  to  thirty  years. 

Clinically  the  disease  is  a slow  chronic  general 
infection.  A very  graphic  description  has  been 
given  in  which  the  disease  is  likened  to  a forest  fire, 
which  starts  slowly,  increases  to  a raging  inferno, 
and  finally  burns  itself  out,  leaving  behind  the 
charred  human  with  his  burned  stumps  of  mutilated 
fingers  and  toes,  shrunken  face,  and  deformed  fea- 
tures. The  prodromal  symptoms  are  quite  vague, 
consisting  of  backache,  muscular  pain,  joint  pain, 
digestive  disturbances,  neuralgias,  headache,  fever, 
or  other  manifestations  of  malaise.  More  common 
and  specific  are  either  the  development  of  an  obsti- 
nate rhinitis,  with  dryness  and  crusting,  or  pruritus, 
associated  with  hyperesthesia  or  paresthesia,  and 
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gradually  developing  into  anesthesia.  The  onset  of 
definite  symptoms  usually  places  the  disease  into 
one  of  two  main  clinical  types,  either  neural  or 
tubercular.  Neural  leprosy,  lepra  nervorum,  anes- 
thetic leprosy,  smooth  leprosy,  or  maculo-anesthetic 
leprosy  begins  as  numbness  increasing  to  anesthesia 
in  the  area  of  distribution  of  the  affected  nerves, 
development  of  macules  of  depigmentation,  thick- 
ening of  the  cutaneous  nerve  that  supplies  the  area, 
and  thickening  and  erythema  particularly  at  the 
margin  of  the  lesion,  which  is  dry  due  to  paralysis 
of  the  sweat  glands.  If  the  nerve  is  severely  in- 
volved, there  may  be  contractures,  atrophy,  and  the 
development  of  trophic  ulcers.  Neural  leprosy  is 
thought  to  indicate  a state  of  relative  immunity,  is 
often  associated  with  negative  biopsies  bacterio- 
logically,  and  usually  gives  a positive  skin  test  to 
leprolin.  which  is  a suspension  of  ground-up  leprous 
nodules  highly  positive  bacteriologically. 

Nodular  leprosy,  rough  leprosy,  lepra  tuberosa, 
tuberculoid  leprosy,  or  cutaneous  leprosy  begins  as 
a slight  ill-defined,  soft,  shiny  thickening,  which 
may  or  may  not  be  associated  with  erythema.  These 
areas  later  form  red  and  brown-red  flat  to  slightly 
elevated  smooth  velvety  spots  which  often  appear 
in  crops.  The  subcutaneous  nodule  is  the  third  form 
of  cutaneous  leprosy.  It  may  develop  independ- 
ently, or  may  come  in  an  area  where  there  has  pre- 
viously been  a macular  lesion,  or  may  also  ulcerate, 
giving  a sensitive  ulcer  in  contrast  to  the  trophic 
variety  of  maculo-anesthetic  leprosy.  It  is  these 
nodules,  yellowish,  reddish-brown,  or  bronzed  in 
color,  often  shining  as  if  varnished  or  oiled,  cov- 
ered with  a soft  natural  or  slightly  desquamating 
epidermis,  roundish  or  irrregular  in  contour,  either 
isolated  or  in  groups,  which  show  a predilection  for 
the  face,  massing  in  great  numbers  upon  this  region 
to  produce  the  characteristic  leonine  face.  The 
hair-follicles  are  gaping  and  the  nails  malformed. 
Often  in  a local  area  there  will  be  adenitis.  Involve- 
ment of  the  eyes  and  nasal  septum  in  the  process  is 
common ; occasionally  the  liver,  spleen,  testes  or 
ovaries  are  involved,  and  quite  rarely  the  lungs. 
This  type  of  leprosy  usually  reacts  negatively  to  the 
leprolin  test,  is  associated  with  bacteriologically 
positive  biopsies,  nasal  scrapings,  sputa,  urines,  or 
blood  smears,  and  indicates  a relative  susceptibilty 
to  the  disease.  There  are  certain  cases  which  clini- 
cally present  findings  of  both  types  mentioned,  and 
must  be  placed  in  a third  grouping,  the  mixed  cases. 


A final  manifestation  of  the  disease  is  the  lepra 
fever,  lepra  reaction,  or  leprosy  reaction,  where 
there  is  sudden  fever,  which  may  be  accompanied  by 
extension  of  the  already  present  lesions  or  appear- 
ance of  crops  of  new  lesions,  associated  sometimes 
with  malaise,  headache,  and  joint  pains.  This  fever 
lasts  for  a variable  period  of  time.  The  sedimenta- 
tion rate  suddenly  rises  before  a reaction,  and  dur- 
ing the  reaction  lepra  bacilli  are  found  increased  in 
number  and  distribution  in  the  lesions.  This  reac- 
tion may  occur  when  the  case  is  under  therapy. 

The  diagnosis  of  leprosy  is  generally  conceded  to 
be  fairly  easy,  especially  in  the  well  marked  case, 
although  in  this  area  such  a diagnosis  might  not  be 
thought  of  in  the  early  case.  The  two  important 
signs  are  impairment  of  sensation  and  positive 
bacteriologic  findings  ; without  one  or  both  of  these 
the  diagnosis  is  on  unsafe  ground.  In  the  early  case 
the  laboratory  is  of  little  aid,  the  sedimentation  rate 
being  elevated  only.  Leprolin  tests  are  positive  only 
after  suspicion  of  the  diagnosis  has  been  aroused 
clinically,  and  Rubino’s  agglutination  is  specific 
only  in  advanced  cases.  The  tuberculin  test  is 
usually  positive,  and  the  Wassermann  reaction  is 
positive  in  about  sixty  percent  of  the  lepromatous 
cases,  but  the  Kahn,  Kline,  Kolmer,  or  Hinton  is 
negative,  and  the  spinal  fluid  Wassermann  is  always 
negative  in  leprosy. 

The  differential  diagnosis  in  lepromatous  leprosy 
includes  tuberculosis  and  syphilis,  whose  laboratory 
findings  have  just  been  noted.  Leprosy  usually 
shows  greater  chronicity  than  syphilis,  and  the 
apple-jelly  nodules  of  lupus  are  firmer  than  lepro- 
mata,  more  symmetrical,  and  less  often  grouped. 
Darkfields  from  ulcers  may  demonstrate  spiro- 
chetes. Mycosis  fungoides,  Kaposi’s  sarcoma,  and 
pityriasis  rubra  can  be  distinguished  by  their  course 
and  especially  by  biopsy.  Erythema  multi  forme  is 
associated  with  burning  and  smarting,  but  no  anes- 
thesia. Neural  leprosy  may  be  confused  with  syrin- 
gomyelia in  some  cases,  but  dissociation  of  anes- 
thesia can  usually  be  demonstrated  in  the  latter 
disease.  The  superficial  appearance  of  Raynaud’s 
disease  or  scleroderma  may  cause  momentary  con- 
fusion. Neuritis  from  any  of  its  various  causes 
may  give  a few  of  the  polyneuritic  disturbances  of 
leprosy  and  must  be  ruled  out.  Morphea  and  vitiligo 
may  cause  similar  skin  lesions,  but  are  unassociated 
with  symptoms  of  general  infection  or  with  local 
anesthesia. 
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The  general  prognosis  of  leprosy  is  gradually 
undergoing  a revision.  It  is  conceded  the  neural 
form  bears  a better  prognosis  than  the  lepromatous, 
an  average  duration  of  twenty  years  being  given  in 
the  former  in  contrast  to  ten  years  for  the  latter. 
The  leprolin  test  is  considered  to  be  of  considerable 
prognostic  significance,  as  those  patients  reacting 
positively  are  usually  in  the  neural  class,  while  the 
negative  reactors  are  in  the  lepromatous  group. 
Lepra  fever  is  always  an  unfavorable  sign.  The 
stage  of  the  disease  at  the  time  of  diagnosis,  the 
unfavorable  childhood  ages,  and  the  greater  num- 
ber of  more  serious  male  cases  also  must  be  taken 
into  consideration.  However  Lowe15  in  1939  felt 
justified  in  writing: 

“It  is  true  that  standard  textbooks  of  medicine 
contain  a brief  chapter  of  leprosy.  These  chap- 
ters often  describe  the  disease  as  highly  infec- 
tious, always  progressive,  and  invariably  fatal. 
Many  of  these  descriptions,  while  they  may  be 
true  of  leprosy  in  some  other  countries,  are  abso- 
lutely irreconcilable  with  the  clinical  picture  of 
leprosy  as  we  see  it  in  India,  where  we  find  that 
the  disease  is  not  highly  infectious,  that  the  in- 
fection is  often  abortive,  spontaneous  arrest 
often  taking  place  early  in  the  disease,  that  the 
disease  is  progressive  only  in  a minority  of  cases, 
and  that  leprosy  itself  rarely  causes  death.’’ 

Finally,  segregation  must  be  considered.  Con- 
finement at  home  has  been  discarded  in  the  United 
States  in  favor  of  institutional  segregation.  Dr. 
McCoy  of  the  United  States  Public  Health  Service 
has  not  found  that  this  method  has  proved  success- 
ful10. He  mentions  as  responsible  for  this  failure 
the  long  incubation  period,  the  difficulty  of  early 
diagnosis,  and  the  prohibitive  expense.  Therefore 
he  favors  considering  each  case  individually  where 
experience  has  shown  the  disease  is  sporadic  and 
does  not  tend  to  spread. 
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CANCER  OF  THE  SKIN 
F.  Ronchese,  M.D. 

While  cancer  of  the  stomach,  of  the  rectum,  of 
the  uterus,  of  the  breast  means  a serious  threat  to 
life,  the  same  cancer  made  of  the  same  abnormally 
growing  cells,  but  developing  on  the  cutaneous  sur- 
face of  the  body,  has  not  the  same  dreadful  signifi- 
cance. This  is  not  because  cancer  of  the  skin  is  less 
dangerous,  but  because  it  can  lie  recognized  at  an 
early  stage,  even  at  a precancerous  stage,  at  a time 
when  an  easy,  complete  total  destruction  results  in 
a complete,  permanent  removal  of  these  cells  from 
the  body,  before  any  contact  is  made  between  them 
and  the  regional  lymph  nodes  and  the  internal 
organs. 

Cancer  of  the  skin  may  develop  even  in  the  very 
young  but  the  common  age  in  which  it  occurs  is  the 
middle  and  the  advanced  one.  There  are  racial 
differences  in  the  incidence  of  cancer  of  the  skin. 
For  instance,  cancer  of  the  skin,  like  psoriasis,  is 
rare  in  the  colored. 

Skin  conditions  which  may  be  followed  by  de- 
velopment of  cancer  are.  in  order  of  frequency,  the 
senile,  and  seborrheic  keratoses,  the  cutaneous 
horns,  leukoplakia,  kraurosis  vulvae,  tertiary  syph- 
ilitic lesions,  dermatitis  from  x-rays  or  radium, 
arsenical  keratoses,  scars  from  burns  or  from  tuber- 
culosis of  the  skin,  chronic  ulcers  and  fistulous 
sinuses,  ordinary  moles. 
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Seborrheic  and  senile  keratoses  sometimes  are  so 
numerous  as  to  be  spread  over  the  entire  body  of 
middle  aged  or  elderly  persons,  in  both  sexes.  They 
do  not  require  deep  destruction  nor  heavy  radiation, 
but  they  should  be  thoroughly  removed.  Being 
essentially  superficial,  they  can  be  removed  com- 
pletely, with  very  little  discomfort,  and  hardly  any 
scarring,  for  instance,  by  dessication  (high  fre- 
quency current). 

Of  course,  if  there  is  any  doubt  that  scratching, 
friction,  shaving,  has  irritated  the  lesion,  if  there 
is  any  appearance  of  bleeding,  crusting  or  any 
nodular  appearance,  before  they  are  destroyed,  a 
small  part  is  removed  with  an  appropriate  instru- 
ment, called  a biopsy  punch,  and  the  part  removed 
is  examined  by  a competent  pathologist.  If  an 
epithelioma  has  developed,  dessication  is  followed 
by  an  adequate  dose  of  x-rays  or  radium  to  insure 
the  total  destruction  and  to  prevent  a recurrence. 

Many  kinds  of  malignant  neoplasm,  more  or  less 
rare,  may  be  found  on  the  skin.  The  two  most 
common  and  frequently  seen  are  the  so-called  basal 
cell  or  non  keratinizing  epitheliomata  and  the 
squamous  cell  or  keratinizing  epitheliomata.  The 
first  originate  from  the  basal  layer  of  the  epidermis, 
or  the  stratum  germinativum,  the  second  from  the 
layer  immediately  above,  the  prickle  cell  layer  or 
stratum  mucosum  or  rete  malpighii.  Cancers  con- 
taining cells  from  the  two  layers  are  also  often 
encountered. 

The  basal  cell  epithelioma  is  relatively  benign, 
or  has  a so-called  low  grade  of  malignancy  because, 
as  a rule,  it  remains  local,  does  not  affect  the  gen- 
eral health,  does  not  disseminate  itself  to  internal 
organs,  does  not  cause  death.  A very  few  cases 
have  been  reported  of  metastasis  from  a basal  cell 
epithelioma.  It  grows  very  slowly,  it  may  remain 
very  small  and  have  the  appearance  to  untrained 
observers,  of  an  innocent  sort  of  a pimple  or  a wart. 
When  properly  removed,  by  radiation  or  surgery, 
or  the  combination  of  these  methods,  according  to 
size  and  location,  usually,  the  danger  of  recurrence 
is  removed. 

The  squamous  cell  epithelioma  is  a much  more 
serious  problem.  It  grows  much  more  rapidly  and 
its  cancer  cells  travel  rapidly  from  the  skin  to  the 
regional  lymph  nodes  and  to  the  inside  organs.  If 
the  lymph  nodes  are  removed  quickly  after  inva- 
sion, the  life  of  the  patient  may  he  saved.  If  these 
harriers  are  trespassed  the  fight  for  life  may  he 
considered  lost. 

The  following  illustrations  are  of  some  the  most 
common  cases  met  in  private  and  hospital  practice. 


Fig.  1 shows  an  ugly  looking  pedunculated  growth,  which 
may  be  easily  clinically  recognized  as  a perfectly  benign 
raspberry  mole,  which  is  easily  and  permanently  removed 
by  dessication. 

Fig.  2 is  an  example  of  a senile  keratose  unusually  large. 
A Hat,  non  nodular,  brown-yellowish  patch,  with  features 
of  an  accumulation  of  dirt.  It  took  years  to  grow  to  such  a 
size.  It  grew  because  its  owner  was  not  concerned  about 
it,  and  at  the  same  time  she  was  lucky  she  didn’t  have  occa- 
sion to  irritate  it,  to  scratch  it  and  it  remained  benign,  even 
if  grown  unusually  large.  Had  this  keratose  been  in  a man’s 
face,  instead  of  a woman,  in  a shaving  area,  it  would  cer- 
tainly have  turned  into  a cancer  of  the  skin.  It  is  a pre- 
cancerous  lesion  which  is  better  removed,  but  does  not 
require,  as  a rule,  radiation  therapy.  Electro-dessication  is, 
usually  sufficient. 

Fig.  3 shows  an  innocent  looking  eroded  area  on  the  nose 
of  a middle  aged  woman.  There  is  no  pain,  no  itching,  no 
bleeding,  no  swelling.  The  only  so-called  “puzzling”  fea- 
ture, is  that  it  does  not  heal.  It  crusts  over  and  over,  for 
months,  sometimes  for  years.  This  lesion  is  very  common. 
The  firm  border,  raised  like  a miniature  wheel  tire,  the 
eroded  center,  its  lack  of  response  to  ointments  which  would 
heal  a non-cancerous  lesion,  are  pathognomonic  signs  of  a 
cancer  of  the  skin.  Excision  or  radiations  or  both  is  indi- 
cated in  this  case. 

Fig.  4 shows  a more  advanced  case  of  the  same  type  of 
cancer  as  in  figure  3.  This  case  was  successfully  treated  by 
insertion  of  radium  needles. 

Fig.  5 shows  a basal  cell  epithelioma  of  the  hand.  The 
characteristic  firm,  rubber  like  border  and  the  broken  down 
center  is  evident  as  in  figure  3.  In  this  location  a wide 
surgical  excision  is  the  method  of  choice. 

Fig.  6 shows  the  hand  of  a 70  year  old  man.  He  nursed 
his  fungating  growth  for  a couple  of  years  and  asked  for 
some  good  ointment  to  make  it  disappear.  With  great 
difficulty  he  was  persuaded  to  have  it,  at  least,  widely  ex- 
cised. He  said  he  couldn’t  afford  to  stay  in  the  hospital, 
because  he  had  to  feed  the  family.  He  finally  consented  to 
have  the  lesion  removed,  and  the  axillae  irradiated,  but  six 
months  later  he  died  of  metastasis.  This  type  usually  ap- 
pearing as  a fungating,  bleeding,  granulating  area  is  the 
much  more  dangerous  squamous  cell  epithelioma,  requiring 
wide  excision,  removal  of  the  glands  from  the  axilla,  or 
even  amputations  of  the  limb,  often  with  small  chances  of 
saving  the  patient’s  life. 

Fig.  7 shows  the  squamous  cell  epithelioma  as  it  is  fre- 
quently seen  at  the  junction  of  the  skin  with  the  mucous 
membranes  of  the  lip.  This  type  is  a serious  problem  be- 
cause of  danger  of  metastasis.  In  early  cases  surgery, 
or  radiation  (surface,  implants  or  needles)  are  sufficient. 
In  advanced  cases  the  lymph  nodes  of  the  neck  must  be 
dissected  and  removed  and  the  neck  radiated. 

Fig.  8 shows  an  advanced  hopeless  case  of  carcinoma  of 
the  lip,  such  as  it  is  at  present  very  seldom  encountered, 
and  we  hope,  in  the  near  future  it  will  never  be  seen  at  all, 
if  the  proper  public  education  of  the  cancer  problem,  will 
convince  everybody  of  the  need  to  seek  proper  advice  in  any 
form  of  skin  growth,  no  matter  how  small  and  how  ap- 
parently trivial. 

Summary 

Cancer  of  the  skin  usually  is  easily  recognized 
from  the  very  beginning.  Diagnosed  as  early  as 
possible  and  properly  treated,  complete  recovery  is 
the  rule. 

Proper  treatment  is  accomplished  by  surgery, 
radium  or  x-rays,  according  to  the  type,  extension 
and  location. 

It  is  essential  that  treatment  is  performed  in  the 
shortest  time  and  radically.  The  treatment  of  re- 
currences has  always  less  chances  of  success. 
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Fig.  2 A senile  keratose 


Fig.  3 

A basal  cell  epithelioma 


Fig.  4 A basal  cell  epithelioma 


Fig . 7 

A squamous-cell  epithelioma 


Fig.  5 A basal  cell  epithelioma 


Fig.  6 A squamous  cell  epithelioma 


Fig.  8 An  advanced  stage  of 
a squamous-cell  epithelioma 


From  the  Tumor  Clinic  of  the  Rhode  Island  Hospital. 
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Every  man  has  found  in  physicians  great  liberality 
and  dignity  of  sentiment,  very  prompt  effusion  of 
benevolence,  and  willingness  to  exert  a lucrative  art 
where  there  is  no  hope  of  lucre. 

Dr.  Samuel  Johnson. 


DR.  MILLER  RETIRES 

After  more  than  five  years  of  service  Dr.  Albert 
H.  Miller  has  relinquished  to  Dr.  Peter  Pineo  Chase 
the  editorship  of  the  Rhode  Island  Medical  Jour- 
nal. Under  the  assiduous  guidance  of  Dr.  Miller  the 
Journal  has  taken  its  place  among  the  best  in  med- 
ical journalism.  In  his  characteristically  modest 
way  Dr.  Miller  has  fashioned  the  Journal  so  that 
it  is  a credit  to  the  profession  of  Rhode  Island  ; and 
the  profession  is  desirous  that  Dr.  Miller  should 


know  how  sincerely  it  appreciates  and  how  grate- 
fully it  acknowledges  his  loyal  and  efficient  labors. 
By  the  sacrifice  of  much  of  his  leisure  time  Dr. 
Miller  has  greatly  enhanced  both  the  pleasure  and 
the  knowledge  of  his  colleagues  who  are  not  un- 
mindful of  the  gifts  he  has  bestowed  upon  them. 

As,  month  by  month,  the  Journal  comes  to  our 
desks,  we  are  likely  to  receive  it  as  a matter  of 
course,  and  fail  to  realize  how  very  important  it 
is  in  our  professional  lives.  Primarily,  it  serves  as 
the  medium  for  the  publication  of  scientific  papers, 
of  the  reports  of  the  doings  of  the  Rhode  Island 
Medical  Society  and  its  constituent  units,  of  news 
items  of  medical  interest  and  of  book-reviews  and 
notices.  Thus  it  becomes  the  voice  of  our  profes- 
sion and  enshrines  the  record  of  our  activities,  not 
for  ourselves  only,  but  also  for  those  who  may 
come  after  us.  Did  it  do  no  more  than  this,  its  value 
for  us  would  he  incalculable. 

But  the  JouRNALhas  another  and,  perhaps,  no  less 
important  function.  By  reason  of  our  exchange 
service  it  brings  to  us,  without  cost,  the  Journals  of 
other  State  Societies  as  well  as  many  worthwhile 
medical  publications  and  books  for  review.  When 
we  enter  the  Rhode  Island  Medical  Society  Library, 
it  is  well  to  remember  that  a large  number  of  the 
/ ournals  and  Reviczvs  on  the  table  and  the  books  on 
the  shelves  came  to  us  by  way  of  the  Rhode  Island 
Medical  Journal.  Were  we  required  to  purchase 
these  Journals  and  books  it  would  impose  an  un- 
bearable burden  upon  the  not  too  voluminous  check- 
book of  our  Treasurer, — a burden  so  great  that  it 
is  probable  it  would  impoverish  our  Library.  There- 
fore, if  we  would  preserve  the  creative  vitality  and 
ensure  the  progress  of  medicine  in  Rhode  Island, 
it  is  of  the  utmost  importance  that  we  shall  continue 
to  publish  our  Journal  in  accord  with  the  high 
standards  which  have  been  set  by  Dr.  Miller. 


WE  STRUT  A LITTLE 

When  the  Men's  Club  of  Temple  Emanu-El  re- 
cently presented  Dr.  Herman  C.  Pitts  with  its 
yearly  award  “to  a citizen  of  Providence  for  out- 
standing achievement  in  the  field  of  civic  improve- 
ment, human  betterment  and  advancement  of 
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American  ideals”  the  entire  medical  profession  of 
the  state  felt  not  only  a generous  sentiment  of  pleas- 
ure that  one  they  knew  so  well  had  received  a mer- 
ited and  signal  honor  but  many  experienced  a 
possessive  sense  of  satisfaction. 

It  was  one  of  themselves  so  chosen  ; one  who 
conducted  his  professional  life  more  efficiently,  had 
a broader  vision  and  more  constructive  energy  and 
produced  more  good  results  than  the  greater  num- 
ber of  his  colleagues  but  nevertheless  one  who  was 
brought  up  with  their  same  heritage,  shared  their 
ideals  and  trod  their  same  paths,  more  unerringly 
but  with  the  same  landmarks  to  guide  him. 

Not  content  with  years  of  tremendous  activity  as 
a surgeon  during  which  he  came  to  treat  large  num- 
bers of  cancer  patients  Dr.  Pitts  then  achieved 
recognition  as  a leader  in  the  scientific  literature  of 
this  disease.  From  this  he  became  the  moving  force 
in  the  formation  of  cancer  clinics  in  our  state.  With 
the  aid  of  the  Women’s  Field  Army  he  instituted  a 
campaign  for  the  education  of  the  profession  and 
the  lay  public  and  he  holds  high  position  in  the 
national  cancer  organization. 

It  may  he  naive  hut  it  is  nevertheless  very  pleas- 
ant for  us  to  realize  that  in  the  four  years  that  this 
award  has  been  given,  the  medical  men  and  their 
sisterhood  the  nurses  have  three  times  had  the  prize 
winners  in  their  ranks. 

Dr.  Ruggles  in  the  forefront  of  the  modern 
movement  for  mental  hygiene  has  displayed  a 
"prompt  effusion  of  benevolence”  ; Miss  Winifred 
Fitzpatrick,  with  her  district  nurses,  leading  a tre- 
mendous movement  to  bring  comfort  and  aid  into 
the  sick  homes  of  the  city,  presents  "an  outstanding 
achievement  in  the  field  of  civic  improvement”  and 
Dr.  Pitts  now  is  working  for  "human  betterment,” 
as  many  a well  person  can  testify  whose  cancer 
would  have  conquered  him  had  not  Dr.  Pitts  and  his 
co-workers  warned  him  in  time  what  to  do. 

It  would  be  ridiculous  to  argue  that  the  members 
of  our  profession  are  finer  characters  than  those  in 
other  walks  of  life.  We  are  all  weak  mortals.  But 
our  ideals  and,  as  we  believe,  most  especially  our 
much  criticized  “ethics,”  urge  and  even  force  those 
who  wish  recognition  in  our  fellowship  to  rise  above 
the  ordinary  standards  of  the  community.  We  think 
one  is  a better  man  for  being  a physician. 


KENNETH  D.  BLACKEAN 
SOMA  WEISS 

LAWRENCE  J.  HENDERSON 

Few  medical  casualties  have  been  reported  so 
far.  But  they  are  bound  to  come.  And  severe  in- 
roads will  soon  be  made  among  those  working  in 
our  communities,  hospitals  and  medical  schools,  as 
our  younger  and  middle  aged  members  are  rushed 
into  our  armed  forces.  Hence  it  is  particularly 
difficult  now  that  death  should  come  to  those  doing 
outstanding  work  at  home. 

Harvard  within  the  space  of  three  months  has 
lost  three  remarkable  members  of  our  profession. 

Kenneth  D.  Blackfan  started  as  a country  prac- 
titioner and  worked  through  a series  of  great  medi- 
cal schools  till  he  reached  his  final  niche  as  Thomas 
Morgan  Roche  Professor  of  Pediatrics.  Here  he 
firmly  established  his  reputation  as  a great  pedia- 
trician. 

Soma  Weiss,  coming  to  this  country  from  Hun- 
gary, in  three  years  while  teaching  pharmacology 
at  Cornell  became  an  A.B.  at  Columbia  and  an 
M.D.  at  Cornell.  After  not  many  years  at  Boston 
his  brilliancy  forced  him  at  the  age  of  forty  into 
the  Hersey  Professorship  of  the  Theory  and  Prac- 
tice of  Physic  succeeding  Henry  A.  Christian  who 
thirty  years  before  had  taken  the  chair  at  an  even 
much  younger  age.  His  visits  here  had  made  local 
men  well  acquainted  with  his  tremendous  knowl- 
edge and  abilities. 

Lawrence  J.  Henderson,  although  an  M.D.,  was 
possibly  not  so  well  known  to  many  of  us  as  he  was 
not  a practitioner  hut  the  Abbot  and  James  Law- 
rence Professor  of  Chemistry.  Some  of  us  were 
rather  mystified  in  our  student  days  by  his  attempts 
to  explain  to  us  his  theories  of  acid  base  balance 
and  other  phenomena  of  physiological  chemistry 
hut  at  least  three  of  our  contemporaries  recognized 
his  genius  followed  in  his  footsteps  and  rose  rapidly 
to  the  heights  of  medical  professorships. 

The  days  ahead  look  dubious  for  all  branches  of 
education. 

Let  us  hope  however  that  medicine  will  still  have 
charge  of  its  own  destiny  and  see  to  it  that  such 
men  as  this  will  rise  to  the  top. 
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Secretary’s  Report 

Rhode  Island  Medical  Society 

This  will  he  a brief  report  as  it  covers  a period  of 
only  four  months  since  the  last  meeting  of  the 
House  of  Delegates. 

Your  Secretary,  with  Dr.  Miller,  the  Editor  of 
the  Journal,  was  in  Chicago  on  November  14th 
and  1 5th  at  the  annual  conference  of  Secretaries  of 
State  Societies.  There  were  excellent  addresses 
given  ; Dr.  Lahey  spoke  about  the  Procurement  and 
Assignment  of  Medical  Services,  Gen.  Hershey 
told  about  new  plans  for  the  draft  and  Dr.  Baehr 
described  the  civilian  defense  measures.  All  these 
matters  are  now  current  knowledge  and  need  no 
repeating. 

There  was  also  a very  lively  discussion  on  the 
question  of  plans  for  prepayment  of  medical  care. 
The  State  Societies  of  many  states,  including  Con- 
necticut and  New  York,  are  sponsoring  such  plans. 
Many  men  felt  that  there  is  an  urgent  need  for  such 
a service.  I believe  that  a still  greater  number  felt 
that  there  were  enough  such  plans  in  operation  for 
experimental  purposes  and  that  the  wisest  course 
would  he  to  watch  them  for  a while  before  starting 
more.  This  subject  is  a very  intricate  one  and  prob- 
ably at  some  more  opportune  time  another  study  ol 
the  situation 'should  be  made  by  our  society. 

The  secretaries  also  had  some  good  private  talks 
about  State  Society  problems. 

During  the  last  four  months  the  President  and 
Secretary  have  both  had  a chance  to  visit  the  Kent, 
Pawtucket.  Providence  and  Washington  District 
Societies. 

During  the  last  year  there  has  been  a consider- 
able increase  in  membership.  The  Woonsocket  and 
Washington  district  Societies  have  been  partic- 
ularly successful  in  getting  their  members  to  join 
the  State  Society. 

Last  May  the  membership  was  496.  At  present  it 
is  532,  an  increase  in  eight  months  of  36  members 
and  we  also  have  12  applications  which  will  be  ac- 
cepted within  a week  or  two. 

The  Secretary  is  very  anxious  to  do  his  part  in 
making  the  State  Society  as  useful  as  possible  to  the 
community  and  to  its  members  and  hopes  that  any 
member  who  has  suggestions  to  make  will  feel  that 
they  will  be  gratefully  received. 

Respectfully  submitted, 

William  P.  Buffum,  M.D., 

Secretary 


PATHOLOGISTS  ORGANIZE 

As  another  evidence  of  the  steady  advance  that 
scientific  medicine  is  making  in  our  community  we 
take  pleasure  in  printing  the  following  letter  re- 
ceived by  the  Journal. 

Dear  Dr.  Chase 

The  Pathologists  of  Rhode  Island  have  formed  a 
society,  and  we  thought  that  it  might  he  of  interest 
to  our  medical  colleagues  throughout  the  State  to 
he  informed  of  this  fact  through  the  Rhode  Island 
Medical  Journal. 

The  group  was  organized  at  the  State  Hospital 
for  Mental  Diseases,  Howard,  R.  I.  on  October  15, 
1941.  The  adoption  of  the  constitution  and  elec- 
tion of  officers  were  held  at  the  Charles  V.  Chapin 
Hospital  on  January  13,  1942. 

The  name  of  the  society  is  “RHODE  ISLAND 
SOCIETY  OF  PATHOLOGISTS.”  The  officers 
are;  Dr.  B.  Earl  Clark,  President  and  Dr.  Louis 
Goodman,  Secretary-Treasurer.  The  following  are 
the  charter  members : 

Dr.  B.  Earl  Clarke,  Rhode  Island  Hospital 
Dr.  James  T.  Fallon,  State  Laboratory  and 
Charles  V.  Chapin  Hospital 
Dr.  John  Kenney.  Pawtucket  Memorial  Hospital 
Dr.  C.  E.  Schradieck,  Homeopathic  Hospital 
Dr.  James  Hamilton,  St.  Joseph’s  Hospital 
Dr.  Henry  T weddell,  Woonsocket  Hospital 
Dr.  Louis  Goodman,  Rhode  Island  State  Hospital 

Active  membership  is  open  to  graduates  of  recog- 
nized medical  schools,  who  have  specialized  in  the 
practice  of  Pathology,  or  who  occupy  positions  as 
Pathologists  in  hospitals,  approved  by  the  Amer- 
ican Medical  Association  or  the  American  College 
of  Surgeons. 

Associate  membership  is  open  to  (a)  graduates 
of  recognized  medical  schools,  who  are  interested 
in  Pathology,  (b)  Residents  and  Internes  in  Path- 
ology, (c)  individuals  engaged  in  the  teaching  or 
practice  in  the  allied  fields  of  Pathology.  The  latter 
need  not  be  graduates  of  medical  schools. 

It  is  planned  to  have  four  meetings  a year. 

The  objects  of  the  society  shall  be;  to  provide 
periodic  conferences  for  mutual  assistance,  to  main- 
tain and  improve  the  services  of  the  Pathologist  to 
the  physician  and  patient,  and  to  stimulate  produc- 
tive work  in  the  field  of  Pathology. 

Very  truly  yours, 

Louis  Goodman,  M.D., 

Secretary-T  reasurer. 

Congratulations  to  this  new  organization,  the 
names  of  whose  charter  members  will  assure  us  all 
of  its  high  standard. 
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COMING  MEETINGS 

The  American  Academy  of  Pediatrics,  Region  I, 

is  holding  a meeting  at  the  Bellevue  Stratford  Hotel 
in  Philadelphia,  April  1,  2,  3. 

The  Second  American  Congress  on  Obstetrics 
and  Gynecology  will  be  held  in  St.  Louis,  April  6th 
to  10th. 

The  United  States  is  engaged  in  a total  war 
effort.  There  is  certain  to  be  a tremendous  shift  in 
medical  and  nursing  services  from  civil  to  military 
duties.  The  Congress  will  therefore  give  attention 
to  this  problem  and  over  two  hundred  experts  have 
already  agreed  to  take  part  in  the  general  program. 
There  will  be  innovations  such  as  a series  of  “Ob- 
stetric Information  Please’’  Round  Tables;  Man- 
nikin Demonstrations  of  Forceps  and  Breech  in 
multiple  and  small  groups ; and  Personal  Consulta- 
tion Service  throughout  the  week  by  appointment. 
The  medical,  health,  nursing,  educational  and  ad- 
ministrative sections  are  all  to  have  programs  of 
special  and  timely  interest  and  importance. 

The  American  Association  of  Industrial  Physi- 
cians and  Surgeons  and  the  American  Industrial 
Hygiene  Association  will  hold  their  joint  Annual 
Convention  in  Cincinnati  from  April  13  to  17,  1942. 
A program  is  in  preparation  in  which  important 
medical  and  hygienic  problems  associated  with  the 
present  huge  task  of  American  Industry  will  be 
presented  and  discussed  in  clinics,  lectures,  sym- 
posia and  scientific  exhibits. 

The  industrial  physicians  have  taken  responsibil- 
ity for  the  program  of  the  first  two  and  a half  days 
and  the  hygienists  for  the  remainder  of  the  five 
days. 

Because  of  the  War,  the  Thirty-second  Annual 
Clinical  Congress  of  the  American  College  of  Sur- 
geons will  be  held  in  Chicago,  October  19  to  23, 
instead  of  in  Los  Angeles  as  originally  planned. 
Headquarters  will  be  at  the  Stevens  Hotel.  The 
twenty-fifth  annual  Hospital  Standardization  Con- 
ference sponsored  by  the  College  will  be  held  simul- 
taneously. The  programs  of  both  meetings  will  be 
based  chiefly  on  wartime  activities  as  they  affect 
surgeons  and  hospital  personnel  in  military  and 
civilian  service. 


PROCUREMENT  AND  ASSIGNMENT  SERVICE 
FOR  PHYSICIANS 

In  the  Medical  Preparedness  section  of  the 
Journal  of  the  American  Medical  Association  for 
Feb.  21,  1942  there  is  a comprehensive  account  of 
the  Procurement  and  Assignment  program.  As 
this  takes  up  fourteen  pages  it  seems  worth  while 
to  mention  here  some  of  the  highlights. 

This  service  functions  through  the  Office  of  De- 
fense Health  and  Welfare  Service.  There  are  nine 
Corps  Area  Committees  and  under  these  are  State 
Committees  of  Physicians  . . . 

The  State  Committee  for  Rhode  Island  has  the 
following  personnel : 

Dr.  Halsey  DeWolf,  State  Chairman. 

Dr.  Lucius  C.  Kingman. 

Dr.  Frederic  V.  Hussey. 

Dr.  William  P.  Buffum. 

It  is  understood  that  the  general  purpose  of  this 
committee  is  to  aid  as  completely  and  correctly  as 
possible  in  the  disposition  of  physicians  for  mili- 
tary service  as  well  as  for  civilian  needs. 

Following  are  quotations  from  the  Journal  of  the 
A.  M.  A.  as  they  apply  to  the  medical  profession  . . . 

SPECIAL  ENROLMENT  FORM  AND  QUESTIONNAIRE 

FOR  PROCUREMENT  AND  ASSIGNMENT  SERVICE 

The  Procurement  and  Assignment  Service,  co- 
operating with  the  National  Roster  of  Scientific 
and  Specialized  Personnel,  has  prepared  special 
questionnaires  for  circulation  to  every  physician 
in  the  United  States.  This  questionnaire  will  come 
directly  to  all  physicians  as  soon  as  possible  after 
the  National  Registration  on  Feb.  16,  1942.  Every 
physician,  regardless  of  age,  sex,  physical  condi- 
tion, citizenship  or  employment,  should  fill  out  and 
return  the  enrolment  form  and  the  questionnaire. 
Those  physicians  who  have  been  commissioned  in 
any  United  States  service  previous  to  the  receipt 
of  the  enrolment  form  and  questionnaire  should 
so  indicate  under  the  heading  “remarks”  on  the 
enrolment  form. 

The  original  questionnaire  and  enrolment  forms 
previously  circulated  by  the  American  Medical 
Association,  are  being  utilized  to  meet  requisitions 
from  the  armed  services  and  other  agencies,  until 
the  National  Roster  is  complete  and  the  Procure- 
ment and  Assignment  Service  is  working  routinely. 
The  additional  information  secured  by  the  special 
questionnaire  now  to  be  described  will  bring  up  to 
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date  the  facts  necessary  to  place  each  physician  in 
the  work  for  which  he  is  best  qualified. 

In  the  new  questionnaire,  opportunity  is  also 
given  to  state  in  detail  appointments  held  in  various 
local,  industrial,  ,state  or  governmental  agencies, 
in  civil  practice,  and  in  education  and  research. 
Specialization  is  recognized  by  appropriate  desig- 
nations which  coordinate  with  certification  of  spe- 
cialists by  the  certifying  hoards  and  also  with 
appointments  on  the  staffs  of  hospitals  and  other 
indications  of  special  practice. 

The  method  of  practice,  whether  individual,  in 
partnership  or  in  groups  is  indicated.  Finally  an 
opportunity  is  given  to  every  physician  to  indicate 
his  preference  as  to  the  type  of  service  which  he 
will  be  capable  of  rendering  to  the  United  States 
during  the  war. 

The  Enrolment  Form. — On  the  enrolment  form 
which  comes  with  the  questionnaire  the  physician 
voluntarily  enrols  himself  with  the  Procurement 
and  Assignment  Service.  He  indicates  his  first, 
second,  third  and  fourth  preferences  of  the  mili- 
tary, governmental,  industrial  or  civil  categories 
that  may  require  his  assistance. 

Announcement  will  he  made  repeatedly  in  med- 
ical publications  of  the  time  when  the  circulation 
of  the  enrolment  form  and  the  questionnaire  be- 
gins. When  you  receive  your  enrolment  form  and 
questionnaire,  please  act  promptly.  Those  who 
fail  to  receive  an  enrolment  form  and  question- 
naire are  requested  to  wTrite  to  the  National  Roster 
of  Scientific  and  Specialized  Personnel,  916  G 
Street  N.W.,  Washington,  D.  C.,  within  six  weeks 
after  announcement  has  been  made  that  the  circu- 
lation has  begun. 


PROCEDURE  TO  MEET  PRESENT  NEEDS 
The  present  Army  and  Navy  needs  are  for  phy- 
sicians under  36  years  of  age.  Those  under  36 
desiring  immediate  commission  may  write  now  to 
the  Procurement  and  Assignment  Service,  601 
Pennsylvania  Avenue  N.W.,  Washington,  D.  C. 
Their  letters  will  he  treated  as  applications  and 
those  who  are  qualified  will  receive  proper  appli- 
cation forms  with  view  of  commission  in  the  Army 
or  the  Navy.  All  physicians  over  36  should  await 
the  receipt  of  the  enrolment  forms. 


THOSE  UNDER  45 

All  male  physicians  under  45  are  liable  for  mili- 
tary service.  That  their  services  may  he  utilized 
in  a professional  capacity  as  officers,  they  should 
he  made  available  through  the  facilities  of  the 
Procurement  and  Assignment  Service.  Wherever 
possible,  their  present  positions  in  civil  life  should 
be  filled  or  provisions  made  for  filling  their  posi- 
tions, if  necessary,  by  (a)  those  who  are  over  45, 
( b ) those  under  45  who  are  physically  disqualified 
for  military  service,  (c)  women  and  (d)  instructors 
and  those  engaged  in  research  who  do  not  possess 
M.D.  degrees  but  whose  utilization  would  make 
available  physicians  for  military  service. 

THOSE  OVER  45 

All  physicians  over  45  should  enroll  with  the 
Procurement  and  Assignment  Service.  Every  pos- 
sible effort  will  be  made  to  retain  those  who  are 
essential  in  their  present  capacities.  Those  who 
are  available  for  assignment  to  military,  govern- 
mental, industrial  or  civil  agencies  may  be  asked 
by  the  Procurement  and  Assignment  Service  to 
serve  those  agencies. 


REPORTS  OF  STATE  AND 
DISTRICT  SOCIETIES 

PROVIDENCE  MEDICAL  ASSOCIATION 
Annual  Meeting 

The  95th  Annual  Meeting  of  the  Providence 
Medical  Association  was  held  at  the  Medical  Li- 
brary on  Monday,  January  5,  1942. 

Following  the  annual  presidential  address  by  Dr. 
Murray  S.  Danforth  in  which  the  work  of  the  As- 
sociation during  the  past  year  was  reviewed  and 
some  indication  of  the  future  course  of  organized 
medicine  in  the  community  was  outlined,  a motion 
was  called  for  to  provide  for  the  election  of  the 
President  of  the  Association  for  the  ensuing  year. 

The  following  officers  were  elected  : 

President  Henry  E.  Utter,  M.D. 

Vice  President Emery  M.  Porter,  M.D. 

Secretary  Frank  B.  Cutts,  M.D. 

Treasurer William  P.  Davis,  M.D. 

Executive  Committee 

(two  new  members  for  five-year  term  each) 

Murray  S.  Danforth,  M.D.,  Albert  H.  Jackvony,  M.D. 

Trustee  to  R.  I.  Medical  Library 

(one-year  term)  William  S.  Streker,  M.D. 
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House  of  Delegates  of  Rhode  Island 
Medical  Society 


Delegates  to 

John  A.  Hayward,  M.D. 
Harry  C.  Messinger,  M.D. 
Ernest  W.  Bishop,  M.D. 
Charles  L.  Southey,  M.D. 
Henry  F.  McCusker,  M.D. 
James  Hamilton,  M.D. 

John  G.  Walsh,  M.D. 

Merle  M.  Potter,  M.D. 
James  H.  Fagan,  M.D. 

Kalei  K.  Gregory,  M.D. 
Walter  S.  Jones,  M.D. 
David  Freedman,  M.D. 
Raymond  F.  Hacking,  M.D. 


Murray  S.  Danforth,  M.D. 
Frank  B.  Cutts,  M.D. 

Ralph  DiLeone,  M.D. 

Joseph  B.  Webber,  M.D. 
Frank  J.  Honan,  M.D. 
Clarence  F.  Bird,  M.D. 
Robert  H.  Whitmarsh,  M.D. 
Joseph  F.  Belliotti,  M.D. 
George  W.  Waterman,  M.D. 
Samuel  D.  Clark,  M.D. 
Jerome  J.  McCaffrey,  M.D. 
Frank  W.  Dimmitt,  M.D. 
Louis  A.  Sage,  M.D. 


The  following  is  the  list  of  chairmen  and  their 
respective  committees,  and  other  appointments,  as 
announced : 


Blood  Transfusion  Bureau — Dr.  Jesse  P.  Eddy, 
3rd. 

Committee  to  Cooperate  zvith  State  and  City 
Civilian  Defense  Organisations — Peter  P.  Chase. 
Contract  Practice — Dr.  Albert  A.  Barrows. 
Credit  and  Collection — Dr.  Emanuel  Benjamin. 
Entertainment — Dr.  Nathan  A.  Bolotow. 


Ethics — Dr.  Russell  R.  Hunt  is  appointed  to  suc- 
ceed Dr.  James  F.  Boyd,  and  Dr.  John  G.  W alsh  is 
appointed  to  succeed  Dr.  James  P.  McAvoy,  each  to 
serve  for  a term  of  five  years. 

Group  Hospitalisation — Henry  S.  Joyce,  Aid). 
Advisory  Committee  to  the  Bureau  for  the  Han- 
dicapped— Dr.  Charles  P.  Fitzpatrick. 

Legislation — Dr.  William  H.  Foley. 

Medical  Milk  Commission  — Dr.  Harold  G. 
Calder  is  reappointed  for  a term  of  five  years.  Dr. 
George  Waterman  is  appointed  to  succeed  Dr. 
Reginald  A.  Allen  for  a term  of  five  years,  and 
Dr.  Frank  Jacobson  is  appointed  to  succeed  Dr. 
Arthur  R.  Newsam  for  a term  of  one  year. 
Membership — Dr.  Frank  B.  Littlefield. 

Medical  Advisory  Committee  on  Nursing — Dr. 
William  Hindle. 


Pre-School  Examinations — -Dr.  Robert  Al.  Lord. 
Public  Information — Dr.  Russell  S.  Bray. 

Public  Relations — Dr.  Joseph  L.  Belliotti. 
Reading  Room  Committee  — Dr.  Louis  I. 
Kramer. 


Advisory  Committee  to  the  R.  I.  State  Home  and 
School — Dr.  Maurice  Adelman. 

Committee  on  Tuberculosis — Dr.  U.  E.  Zam- 
barano. 


Committee  to  Study  Voluntary  Health  Insurance 
— Dr.  Alex  M.  Burgess. 

Committee  on  Social  Welfare — Dr.  Charles  A. 
McDonald. 

The  Secretary  reported  for  the  Executive  Com- 
mittee as  follows : 

‘‘The  House  Officers  Case  Report  Contest  Com- 
mittee recommended  the  award  of  the  prize  for 
1941  to  Dr.  Michael  DiMaio  for  his  essay  on  “Ad- 
dison’s Disease.” 

The  Secretary  reported  that  the  Executive  Com- 
mittee had  approved  for  election  to  active  member- 
ship the  following  doctors : 

Robert  R.  Chace 
David  J.  Fish 
Alilton  Korb 
John  A.  Paterson 
Ralph  D.  Richardson 

The  chair  called  upon  Dr.  William  P.  Bufifum, 
Secretary  of  the  State  Medical  Society,  to  relate 
briefly  the  plans  for  the  joint  meeting  of  the  Prov- 
idence Medical  Association  with  the  State  Medical 
Society  to  he  held  on  Monday,  February  2,  1942. 

The  first  scientific  paper  was  presented  by  Dr. 
J.  Alurrav  Beardsley,  who  discussed  the  topic, 
“Treatment  of  Pulmonary  Suppuration.” 

I'lie  second  scientific  presentation  was  made  by 
Dr.  Alarshall  N.  Fulton,  Associate  in  Medicine, 
Harvard  Medical  School,  and  Senior  Associate  in 
Aledicine  at  the  Peter  Bent  Brigham  Hospital, 
whose  topic  was  “Concerning  Forms  of  Heart  Dis- 
ease Associated  with  Calcification  in  the  Heart.” 

The  meeting  adjourned  at  11  P.  AL  Attendance, 
140. 

Respectfully  submitted, 

Frank  B.  Cutts,  M.D.,  Secretary 


NEWPORT  COUNTY  MEDICAL  SOCIETY 

The  annual  meeting  of  the  Newport  County 
Medical  Society  was  held  on  Tuesday,  January  27, 
1942,  at  the  Newport  Hospital.  Dr,  Samuel  Adel- 
son  presided.  Doctors  Henry  Brownell  and  Robert 
Bestoso  were  elected  to  membership. 

A communication  from  the  Y.ALC.A.  relative  to 
renewal  of  examinations  of  boys  was  read  and  Dr. 
Louis  Abramson  volunteered  to  do  the  examina- 
tions for  the  coming  year. 
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The  speakers  of  the  evening  were  Doctors  Cal- 
der,  Bates,  Baldridge  and  Feinberg,  a pediatric 
group  of  Providence  who  took  for  their  subject 
“Rheumatic  Fever  and  Pyelitis  in  Children."  The 
first  speaker.  Dr.  Bates,  spoke  on  the  medical 
aspects  of  the  pyelitis.  He  brought  out  the  fact  that 
three  drugs  have  proved  very  useful  in  this  disease : 
sulfanilamide,  sulfathiazole  and  calcium  mandelate. 
A Ketogenic  diet  in  keeping  the  urine  to  a 5.5  ph. 
level  is  important. 

Dr.  Baldridge  spoke  on  the  surgical  aspects  of 
G.  U.  diseases  and  demonstrated  with  X-ray  films 
several  cases  to  show  the  value  of  cystoscopy  in 
infants  and  children. 

Dr.  Calder  opened  the  discussion  on  rheumatic 
fever  and  brought  out  the  fact  of  its  high  mortality 
rate  in  children  from  the  ages  of  five  to  fifteen.  The 
disease  is  probably  hem.  strept.  probably  through 
the  upper  resp.  route.  The  heart  seems  always  to  be 
involved  from  the  beginning  of  the  illness.  Tt  prac- 
tically always  enlarges. 

Dr.  Feinberg  brought  out  the  value  of  the  E.K.G. 
in  all  these  cases  both  as  to  prognosis,  diagnosis  and 
treatment.  He  also  spoke  at  length  on  the  necessity 
of  prolonged  bed  rest  and  the  various  drugs  used 
for  treatment  of  the  disease  and  its  complications 
including  salicylates  and  the  exanithine  drugs,  also 
the  value  of  a sanitarium  for  convalescence. 

The  program  was  well  presented  and  a very  in- 
formal discussion  ensued  both  among  the  speakers 
and  the  audience  throughout  the  talk. 

The  annual  election  of  officers  was  held  with  the 
following  men  elected  : President,  Dr.  Louis  Burns  ; 
First  Vice  President,  Dr.  William  Stoops ; Second 
Vice  President,  Dr.  Charles  Dotterel* ; Secretary, 
Dr.  Alfred  M.  Tartaglino;  Treasurer,  Dr.  Norbert 
LT.  Zielinski ; Delegates,  Dr.  Louis  Burns  and  Dr. 
Charles  Dotterel* ; Councillor,  Dr.  Charles  Stewart ; 
Censors,  Dr.  Douglas  Jacoby  and  Dr.  John  Young. 


House  of  Delegates 

Rhode  Island  Medical  Society 
The  regular  meeting  of  the  House  of  Delegates 
of  the  Rhode  Island  Medical  Society  was  held  in  the 
Medical  Library,  106  Francis  Street,  Thursday, 
January  15,  1942,  at  4:40  P.  M.,  Dr.  Hussey,  the 
President,  presiding.  Those  present  were  Drs. 
Hussey,  Mowry,  Hammond,  Kingman,  DeWolf, 
Partridge,  Donley,  MacLeod,  Burgess,  M.  Cutts, 
Fulton,  Brackett,  Bufifum,  Webber,  Hacking,  W.  S. 


Jones,  Waterman,  Merle  Potter,  Bird,  Agnelli. 
Dimmitt.  Abbate,  DiLeone,  S.  D.  Clark,  Hamilton, 
Messinger,  J.  P.  Eddy,  Sage  and  Miller. 

A communication  was  read  from  Dr.  John  P. 
Jones  stating  that  he  would  not  be  a candidate  for 
the  Presidency.  As  he  stated  his  reasons  and  as 
this  decision  was  final,  no  action  was  taken. 

A report  of  the  Committee  on  Publications  was 
given  by  Dr.  Donley.  He  explained  that  Dr.  Albert 
H.  Miller  had  resigned  as  Editor  of  the  Rhode 
Island  Medical  Journal.  He  also  reported  that 
the  Committee  recommended  the  appropriation  of 
$1,000  for  the  salary  of  the  combined  Editor- 
Business  Manager.  It  was  moved,  seconded  and 
carried  that  this  appropriation  be  made. 

The  following  motion  was  made  by  Dr.  King- 
man  : “Inasmuch  as  Dr.  Albert  H.  Miller  has  been 
editor  of  the  Rhode  Island  Medical  Joltrnal  for 
many  years  and  since,  as  a result  of  his  hard  work- 
on  and  devotion  to  the  Journal,  it  has  taken  a lead- 
ing place  among  State  Medical  Journals,  the  House 
of  Delegates  votes  to  spread  on  the  records  its  ap- 
preciation of  Dr.  Miller  and  its  thanks  to  him  for 
his  endeavours.”  This  motion  was  seconded  and 
passed  unanimously. 

Reports  from  the  following  committees  were 
read  and  accepted : Child  Health  Relations  Com- 
mittee, Dr.  LTtter,  Chairman;  Tuberculosis  Com- 
mittee, Dr.  Ham.  Chairman;  Committee  on  Social 
Welfare,  Dr.  Bufifum,  Chairman;  Committee  on 
State  Policies  of  Public  Health.  Dr.  Brackett, 
Chairman. 

For  the  Committee  on  Constitutional  Revision, 
Dr.  Hammond  requested  that  the  committee  be 
allowed  more  time.  This  request  was  granted. 

The  appointment  of  the  following  committees 
was  announced  by  the  President : 

Annual  Meeting  (for  six  months)  (members  of  Standing 
Committee  on  Arrangements  with  added  member  for  F.x- 
hibits  and  one  for  Clinics)  : Walter  S.  Jones,  Providence, 
Chairman;  Charles  Bradley,  East  Providence  (Exhibits)  ; 
Edward  F.  Burke,  Providence;  Ralph  L.  DiLeone,  Prov- 
idence: Robert  R.  Baldridge,  Providence  (Clinics). 

Constitutional  Revision:  Roland  Hammond,  Providence, 
Chairman;  William  P.  Buffum,  Providence;  Herman  A. 
Lawson,  Providence. 

Medical  Defense  and  Grievance : William  A.  Mahoney, 
Providence,  Chairman;  Samuel  Ad  el  son,  Newport;  Nor- 
man S.  Garrison,  Woonsocket;  John  E.  Ruisi,  Westerly; 
Fenwick  G.  Taggart,  East  Greenwich;  James  L.  Wheaton, 
Pawtucket ; Robert  H.  Whitmarsh,  Providence. 

Nominations:  John  F.  Kenney,  Pawtucket,  Chairman; 
Halsey  DeWolf,  Providence;  William  S.  Streker,  Prov- 
idence ; Louis  E.  Burns,  Newport ; John  E.  Ruisi,  Westerly. 
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Public  Health:  Herman  C.  Pitts,  Providence  (Cancer), 
Chairman;  Stanley  Sprague,  Pawtucket  (Public  Health 
Clinics)  Henry  E.  Utter,  Providence  (Child  Health)  ; 
JohnG.  Walsh,  Providence  (Maternal  Mortality)  ; Charles 
L.  Farrell,  Pawtucket  (Industrial  Health). 

Sub-Committees 

Industrial  Health:  Charles  L.  Farrell,  Pawtucket,  Chair- 
man; James  P.  Deery,  Providence;  Francis  J.  King,  Woon- 
socket; Royal  C.  Hudson,  West  Warwick;  John  W.  Helf- 
rich,  Westerly;  Thomas  J.  Dolan,  Providence;  Stanley 
Sprague,  Pawtucket. 

Cancer:  Herman  C.  Pitts,  Providence,  Chairman; 
George  W.  Waterman,  Providence,  Secretary;  B.  Earl 
Clarke,  Providence;  Isaac  Gerber,  Providence;  Joseph  C. 
O’Connell,  Providence;  Peter  P.  Chase,  Providence; 
Frank  E.  McEvoy,  Providence;  G.  Raymond  Fox,  Paw- 
tucket; Walter  C.  Rocheleau,  Woonsocket;  Samuel  Adel- 
son,  Newport;  Hartford  P.  Gongaware,  Westerly;  Harold 
W.  Williams,  Providence;  Joseph  Smith,  Westover  Field 
(Air  Corps). 

Public  Health  Clinics:  Stanley  Sprague,  Pawtucket, 
Chairman;  Charles  Bradley,  Providence ; Edward  V.  Hef- 
fernan,  Providence;  Stanley  Davies,  West  Warwick; 
Robert  M.  Lord,  Providence. 

Child  Health  Relations:  Henry  E.  Utter,  Providence, 
Chairman;  Banice  Feinberg,  Providence;  Francis  V.  Cor- 
rigan, Providence;  Earl  F.  Kelly,  Pawtucket;  Dr.  Lucy 
E.  Bourn;  Harold  G.  Calder,  Providence. 

Maternal  Mortality : John  G.  Walsh,  Providence,  Chair- 
man; Bertram  H.  Buxton,  Providence;  Ira  H.  Noyes, 
Providence;  Andrew  W.  Mahoney,  Providence;  Milton 
Goldberger,  Providence;  John  W.  Helfrich,  Westerly; 
Henri  E.  Gauthier,  Woonsocket;  James  C.  Callahan, 
Newport. 

Publicity  (for  six  months)  same  as  Standing  Committee 
on  Education;  Jesse  P.  Eddy,  3rd,  Providence,  Chairman; 
Charles  L.  Farrell,  Pawtucket ; John  Langdon,  Providence. 

Resolutions  (for  six  months)  same  as  Standing  Com- 
mittee on  Legislation:  William  H.  Foley,  Providence, 
Chairman;  Francis  H.  Chafee,  Providence;  Earl  F.  Kelly, 
Pawtucket. 

Social  Welfare:  Peter  F.  Harrington,  Providence,  Chair- 
man; William  P.  Buffum,  Providence;  Alex  M.  Burgess, 
Providence;  Hartford  P.  Gongaware,  Westerly;  Henri  E. 
Gauthier,  Woonsocket ; Norman  M.  MacLeod,  Newport ; 
Earl  J.  Mara,  Pawtucket ; George  L.  Young,  East  Green- 
wich; Francis  E.  Hanley,  Rumford. 

Tuberculosis:  John  C.  Ham,  Providence,  Chairman; 
Ubaldo  E.  Zambarano;  Royal  C.  Hudson,  West  Warwick; 
George  A.  Keegan,  Woonsocket;  Daniel  A.  Smith,  New- 
port ; Philip  Batchelder,  Providence ; Samuel  D.  Clark, 
Bristol ; Kathleen  M.  Barr,  Providence ; Charles  L. 
Southey,  Auburn ; Peter  F.  Harrington,  Providence. 

On  Cooperation  with  the  Department  of  Labor:  Lucius 
C.  Kingman,  Providence,  Chairman ; Charles  F.  Gormly, 
Providence ; John  F.  Kenney,  Pawtucket ; Henry  McCus- 
ker,  Providence ; William  P.  Davis,  Providence. 

On  Blood  Banks:  Alex  M.  Burgess,  Sr.,  Providence, 
Chairman ; B.  Earl  Clarke,  Providence ; James  H.  Fagan, 
Providence;  Jesse  P.  Eddy,  3rd,  Providence. 

Committee  to  Study  Protective  Measures  for  Physicians 
in  Service:  Edward  S.  Brackett,  Providence,  Chairman; 


Halsey  DeWolf,  Providence;  Murray  S.  Danforth,  Prov- 
idence; James  L.  Wheaton,  Pawtucket;  Fenwick  G.  Tag- 
gart, East  Greenwich ; John  E.  Ruisi,  Westerly ; Samuel 
Adelson,  Newport. 

Anniversary  Chairman:  Halsey  DeWolf,  Providence. 

Mcmber-at-Large,  Board  of  Trustees  of  the  Building: 
Douglas  P.  A.  Jacoby,  Newport. 

The  following  delegates  to  the  annual  meetings 
of  other  New  England  State  Societies  were  ap- 
pointed : 

Maine:  Henry  B.  Moor,  Providence,  Delegate;  Carl  D. 
Sawyer,  Providence,  Alternate. 

Vermont:  Marden  G.  Platt,  East  Providence,  Delegate; 
Francis  J.  King,  Woonsocket,  Alternate. 

Massachusetts:  Joseph  C.  O'Connell,  Providence,  Dele- 
gate ; Charles  A.  McDonald,  Providence,  Alternate. 

New  Hampshire : Arthur  H.  Ruggles,  Providence,  Dele- 
gate; Frank  H.  Mathews,  Providence,  Alternate. 

Connecticut:  Harold  D.  Kenyon,  Westerly,  Delegate; 
Malford  W.  Thewlis,  Wakefield,  Alternate. 

Dr.  S.  D.  Clark  of  Bristol  spoke  of  the  possibility 
of  starting  a Bristol  District  Society. 

William  P.  Buffum,  M.D., 

Secretary 


Joint  Meeting  of  the 

RHODE  ISLAND  MEDICAL  SOCIETY 
and  the 

PROVIDENCE  MEDICAL  ASSOCIATION 

A combined  meeting  of  the  Rhode  Island  Medical 
Society  and  the  Providence  Medical  Association 
was  held  at  the  Medical  Library,  on  Monday,  Feb. 
2,  1942,  at  8:30  P.  M. 

The  meeting  was  called  to  order  by  Dr.  Henry 
E.  Utter,  President  of  the  Providence  Medical 
Association.  The  secretary  of  the  Providence 
Medical  Association  reported  for  the  Executive 
Committee  as  follows  . . . 

‘‘That  at  the  last  meeting  of  the  Executive  Com- 
mittee the  question  of  the  possibility  of  better  co- 
operation between  the  committees  of  the  State 
Medical  Society  and  the  Providence  Medical  Asso- 
ciation when  such  committees  are  engaged  in  similar 
work,  was  raised,  and  it  was  moved  that  ‘the  com- 
mittees of  the  State  Medical  Society  and  of  the 
Providence  Medical  Association  having  like  pur- 
poses should  he  encouraged  to  meet  in  joint  sessions 
whenever  they  wish,  and  that  each  chairman  shall 
report  back  on  the  work  of  the  committee  to  his  own 
Society.’ 

"That  the  executive  secretary  had  reported  that 
he  had  been  approached  by  Dr.  Frank  Lahey,  Presi- 
dent of  the  American  Medical  Association,  relative 
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to  his  accepting  a position  with  the  Procurement 
and  Assignment  Service  for  Physicians  which  has 
been  set  up  in  Washington  by  the  Social  Security 
Board  in  conjunction  with  the  American  Medical 
Association  Committee  on  Medical  Preparedness. 
Mr.  Farrell  reported  further  that  Dr.  Lahey  had 
asked  that  he  obtain  permission  from  the  Provi- 
dence Medical  Association  to  accept  this  assignment 
should  the  work  become  available.  Subsequently 
Dr.  Lahey  informed  Mr.  Farrell  that  the  post  had 
been  filled  by  a Washington  representative,  but 
there  might  be  need  for  assistance  in  the  near  future 
on  a part  time  basis.  Flowever,  it  was  moved  ‘that 
if  the  services  of  the  executive  secretary  are  called 
by  the  Government  or  the  Medical  Preparedness 
Committee  of  the  American  Medical  Association 
for  service  during  the  national  emergency  that  he 
be  authorized  to  accept  such  an  assignment  with  a 
leave  of  absence  from  the  Providence  Medical 
Association.’  ” 

Dr.  Cecil  J.  Metcalf  was  elected  to  membership 
in  the  Providence  Medical  Association. 

Dr.  LTtter  then  turned  the  meeting  over  to  Dr. 
Frederic  V.  Hussey,  President  of  the  Rhode  Island 
Medical  Society. 

The  secretary  of  the  State  Medical  Society  read 
a resolution  made  by  the  Council  which  commended 
Dr.  Albert  H.  Miller  for  his  services  as  editor  of 
the  Rhode  Island  Medical  Journal. 

Dr.  Hussey  introduced  Dr.  Walter  G.  Phippen, 
Chairman,  First  Corps  Area,  Committee  on  Med- 
ical Preparedness  of  the  American  Medical  Asso- 
ciation, who  spoke  on  “The  Procurement  and 
Assignment  Service  for  Physicians.” 

Dr.  Phippen  outlined  the  history  and  develop- 
ment of  this  agency  and  discussed  the  procedures 
that  would  probably  lie  followed  in  obtaining  phy- 
sicians for  government  service. 

The  subject  “A  Discussion  of  Certain  Aspects 
of  Therapy  of  Pancreatic  Diseases”  was  presented 
by  Dr.  Allen  O.  Whipple,  Professor  of  Surgery, 
College  of  Physicians  and  Surgeons,  and  Dr.  Louis 
Bauman,  Assistant  Professor  of  Clinical  Medicine, 
College  of  Physicians  and  Surgeons. 

Dr.  Bauman  discussed  the  laboratory  methods 
that  were  of  value  in  the  diagnosis  of  pancreatic 
disease.  He  reported  on  the  results  obtained  in 
studying  the  pancreatic  secretions  of  twenty-five 
patients.  The  presence  and  potency  of  starch,  fat, 
and  protein  splitting  enzymes  were  determined  in 


each  case.  In  general  the  results  of  these  studies 
gave  accurate  information  as  to  the  presence  or 
absence  of  pancreatic  disease  when  the  results  were 
checked  by  subsequent  operations.  He  also  pointed 
out  that  the  determination  of  serum  amylase  was 
of  value. 

Dr.  \\  hippie  limited  his  discussion  to  primary 
tumors  of  the  pancreas,  and  adjacent  bile  ducts. 
He  pointed  out  that  most  of  the  islet  cell  tumors  of 
the  pancreas  are  benign.  The  diagnostic  triad  neces- 
sary for  the  diagnosis  of  hyper-insulinism  was  as 
follows : 

1.  Attacks  the  central  nervous  system  disorder 
occurring  in  the  fasting  state. 

2.  A fasting  blood  sugar  of  50  mg.  or  less. 

3.  The  prompt  and  immediate  relief  of  symp- 
toms on  the  administration  of  glucose  by  vein. 

Using  these  diagnostic  criteria,  tumors  were  found 
in  19  out  of  22  cases  operated  upon.  The  paper 
was  discussed  by  Dr.  Baldridge. 

The  attendance  was  279. 


RECENT  BOOKS 

The  Toxemias  of  Pregnancy.  By  William  J.  Dieckmann, 
M.D.  pp.  521,  with  50  text  illustrations  and  three 
color  plates.  Cloth,  $7.50,  The  C.  V.  Mosby  Com- 
pany, St.  Louis,  1941. 

As  F.  L.  Adair  remarks  in  his  well  written  foreword  to 
this  book,  the  toxemias  of  pregnancy  have  doubtless  been 
known  from  the  earliest  days.  In  spite  of  the  long  period 
of  study  of  the  subject,  advances  are  being  made  constantly 
in  our  knowledge  and  understanding  of  the  condition. 

The  present  monograph  covers  the  entire  field,  with 
voluminous  references  to  the  literature  so  one  is  able  to 
find  and  read  fully  the  statements  of  many  writers.  In 
addition  to  this  wealth  of  reference,  the  author  has  stated 
his  own  views  upon  all  the  moot  points  in  the  present  day 
study  of  the  toxemias.  The  ground  is  gone  over  in  a most 
systematic  manner. 

The  first  section  is  devoted  to  the  classification  of  the 
Toxemias,  concerning  which  there  has  been  so  much 
written,  during  the  past  few  years.  Following  the  classi- 
fication there  is  a comprehensive  discussion  of  the  pathol- 
ogy insofar  as  it  is  now  known.  Logically,  there  is  next 
a section  on  the  physiology  and  the  physiological  chemistry, 
describing  all  the  physiochemical  and  physiological  deter- 
minations, the  blood  pressure,  the  physiology  of  the  Kidney, 
and  two  chapters  concerning  the  role  of  the  endocrine 
glands  in  relation  to  the  toxemias.  Another  absorbing 
section  treats  of  the  Etiology,  and  this  includes  almost 
every  theory  which  has  been  advanced  throughout  the 
years,  with  critical  comment. 

Later  in  the  book,  the  author  states  “My  concept  of  pre- 
eclampsia and  eclampsia  is  of  a disease  entity  due  to 
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improper  diet,  faulty  habits  and  an  exaggeration  of  the 
normal  physiologic  changes  of  pregnancy.” 

Following  these  accounts  of  the  theories  concerning  the 
toxemias  are  1,  Clinical  aspects,  and  2,  Treatment,  com- 
prising eighty  and  sixty  three  pages,  respectively.  These 
chapters  are  very  full,  and  very  detailed.  The  book  closes 
with  an  innovation — a section  dealing  with  Maternal  and 
Fetal  Prognosis  and  Prenatal  care. 

Such  is  an  outline  of  the  book,  and  this  review  is  in- 
tended to  stimulate  interest  in  it,  for  it  will  be  invaluable 
as  a reference  book,  and  cannot  but  be  of  great  help  to  any 
physician  who  has  the  care  of  patients  suffering  from  the 
toxemias  of  pregnancy. 

Herbert  G.  Partridge,  M.D. 


Surgical  Practice  of  the  Lahey  Clinic,  Boston,  Massa- 
chusetts. By  Frank  H.  Lahey,  M.D.,  and  Staff,  pp. 
897,  with  376  illustrations.  $10.00.  W.  B.  Saunders 
Company,  Philadelphia,  1941. 

Surgical  practice  of  the  Lahey  Clinic  as  stated  in  the 
preface  in  this  book  represents  a true  cross  section  of  the 
work  at  the  Lahey  Clinic.  It  is  classified  into  the  nine  de- 
partments of  the  Clinic. 

There  are  nine  chapters  on  the  treatment  of  thyroid 
disease.  Three  of  these  chapters  are  noteworthy.  The 
chapter  on  the  technic  of  subtotal  thyroidectomy  gives  the 
technic  used  at  the  Clinic  as  the  result  of  experience  in 
18,000  operations  on  the  thyroid  gland.  This  technic  em- 
phasizes adequate  anatomic  exposure  and  complete  control 
of  the  vascular  supply  of  the  thyroid  gland.  The  cutting 
of  the  prethyroid  muscles  gives  excellent  exposure.  The 
early  ligation  of  the  superior  thyroid  vessels  and  cutting  of 
the  superior  pole  allows  the  gland  to  be  mobilized  rapidly. 
The  operation  is  well  illustrated. 

One  chapter  describes  the  routine  dissection  and  demon- 
stration of  the  recurrent  laryngeal  nerve.  It  is  important  in 
order  to  avoid  injury  to  that  nerve.  It  was  formerly  the 
custom  to  leave  excess  thyroid  tissue  to  avoid  injury  to  the 
nerve.  This  often  resulted  in  inadequate  removal  of  the 
necessary  amount  of  thyroid  tissue. 

The  chapter  on  Intrathoracic  Goitre  is  extremely  valu- 
able. By  improved  methods  the  mortality  has  decreased 
from  4.4%  to  1.7%.  The  use  of  the  flexible  metal  walled 
intratracheal  catheter  for  anaesthesia,  with  helium  mixed 
with  oxygen  and  cyclopropane,  assures  the  proper  amount 
of  oxygen  and  relaxation.  The  breaking  down  of  the  centre 
of  the  tumor  allows  large  intrathoracic  goitres  to  be  safely 
delivered.  Prolonged  drainage  of  the  mediastinum  is 
essential. 

The  chapter  on  esophageal  diverticula  is  a classic.  The 
two-stage  operation  as  described  by  Lahey  is  well  illus- 
trated and  the  technical  difficulties  pointed  out.  The  com- 
plications in  118  operative  cases  are  described. 

In  the  chapter  on  radical  mastectomy  for  carcinoma  of 
the  breast  it  is  noted  that  the  usual  incision  is  vertical, 
encircling  the  breast.  It  is  claimed  that  this  gives  good  ex- 
posure of  the  axilla  and  provides  a good  skin  flap  for  the 
axilla  and  less  scarring.  Many  surgeons  prefer  a more 
oblique  incision  encircling  the  breast  and  extending  towards 
the  axilla. 


There  are  several  chapters  on  the  treatment  of  peptic 
ulcer.  The  technic  of  subtotal  gastrectomy  for  ulcer  is  de- 
scribed in  detail.  Removal  of  a large  amount  of  stomach 
and  an  anterior  anastomosis  are  advocated.  With  these  two 
points  all  surgeons  will  not  agree.  Many  surgeons  prefer  a 
removal  of  less  stomach  and  a posterior  anastomosis  with 
a much  shorter  loop. 

The  chapter  on  regional  ileitis  is  based  on  a study  of  48 
cases  in  the  last  seven  years.  This  is  a large  number  of 
cases  for  a small  group  of  men  to  see  and  treat.  In  cases 
demanding  resection  the  two-stage  operation  is  emphasized. 

There  are  14  chapters  on  diseases  of  the  colon,  sigmoid 
and  rectum. 

In  resection  of  the  large  bowel  the  two-stage  Mikulicz 
operation  is  almost  always  used  at  the  Lahey  Clinic.  This 
undoubtedly  lowers  the  mortality  and,  in  their  hands,  is  a 
satisfactory  procedure.  However,  many  surgeons  believe 
that  the  one-stage  operation,  in  selected  cases,  is  to  be 
preferred. 

The  chapter  on  two-stage  abdominal  resection  of  the  rec- 
tum (Lahey)  describes  this  operation  in  detail.  It  increases 
operability  and  is  a safer  operation  in  bad  risk  cases.  This 
operation  has  been  adopted  by  many  other  surgeons.  It  was 
used  in  60%  of  the  cases.  The  one-stage  Miles  operation 
was  used  in  20%  of  the  cases ; abdominal  resection  one- 
stage  in  5%.  The  older  operation  of  loop  colostomy  and 
perineal  resection  was  used  in  15%  of  cases. 

There  is  a chapter  on  transurethral  prostatectomy  and 
12  chapters  on  the  brain,  spinal  cord  and  nerves. 

The  surgical  treatment  of  hypertension  is  briefly  touched 
upon  and  the  experience  in  30  operative  cases  is  described. 

Finally,  there  are  10  chapters  on  anaesthesia.  The  chap- 
ter on  cyclopropane  and  that  on  fractional  spinal  anaes- 
thesia show  some  of  the  newer  methods. 

The  chapter  on  postoperative  pulmonary  complications  is 
valuable.  The  use  of  suction  bronchoscopy  has  been  of 
great  value  in  the  prevention  and  treatment  of  postoperative 
pulmonary  conditions. 

This  book  on  surgical  practice  at  the  Lahey  Clinic  is 
refreshing.  To  those  of  us  who  have  visited  the  Clinic  it 
brings  us  up  to  date.  To  those  who  have  not  visited  the 
Clinic  or  read  the  reprints,  it  is  a help  and  safeguard  in 
many  operative  procedures. 

Charles  O.  Cooke,  M.D. 


Neuroanatomy.  Bv  Fred  A.  Mettler,  A.M.,  M.D.,  Ph.D. 
pp.  476  with  337  illustrations  including  30  in  color 
and  four  charts.  Cloth,  $7.50,  The  C.  V.  Mosby 
Company,  St.  Louis,  1942. 

While  this  book  is  planned  to  meet  the  needs  of  the  med- 
ical student  beginning  study  of  neuroanatomy  it  is  of  at 
least  equal  value  to  the  postgraduate  student.  It  is  thor- 
oughly up  to  date  and  as  interesting  as  a book  on  a pre- 
sumably dry  subject  can  well  be  made.  In  a text  on  anat- 
omy illustrations  are  of  prime  importance.  With  a few  ex- 
ceptions the  illustrations  in  this  book  are  original,  consisting 
of  photographs,  diagrams  and  drawings.  Photographs  and 
drawings  are  reproduced  to  scale  which  is  indicated  in  each 
instance.  The  illustrations  are  uniformly  excellent.  Color 
is  used  wherever  indicated. 
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The  first  nine  chapters  deal  with  the  gross  aspects  of  the 
neural  system.  The  autonomic  system  is  treated  in  a chap- 
ter with  the  cranial  nerves.  Part  II  deals  with  the  micro- 
scopic anatomy  of  the  neural  system.  Some  recital  of  nerve 
function  is  essential  to  the  work  but  no  attempt  has  been 
made  to  give  a full,  account  of  neurophysiology.  A con- 
densed bibliography  occupies  the  last  54  pages  of  the  book. 


The  Blood  Bank  and  the  Technique  and  Therapeu- 
tics of  Transfusions.  By  Robert  A.  Kilduffe,  A.B., 
A.M.,  M.D.,  F.A.S.C.P.  and  Michael  DeBakey,  B.S., 
M.D.,  M.S.,  F.A.C.S.  pp.  558  with  214  illustrations 
and  a color  plate.  Cloth,  $7.50,  The  C.  V.  Mosby 
Company,  St.  Louis,  1942. 

The  book  opens  with  a chapter  on  the  history  of  blood 
transfusion,  documented  with  183  references.  The  whole 
work  is  carried  through  with  the  same  completeness  until 
the  entire  bibliography  contains  more  than  2800  references. 
The  authors  draw  from  their  personal  experience  with  7000 
transfusions.  There  are  four  chapters  on  the  organization 
and  conduct  of  a blood  bank,  covering  refrigeration,  the 
most  expensive  and  most  essential  feature,  the  source  of  the 
blood  and  the  precautions  pertaining  to  its  storage,  the 
blood  unit  of  Patton,  the  preparation  of  blood  filters,  the 
methods  of  blood  banking,  and,  not  least  in  importance,  the 
records. 

A blood  bank  is  efficient  in  an  institution  of  350  to  400 
beds,  where  the  blood  can  be  utilized  within  seven  to  ten 
days.  The  final  chapter  of  the  book  deals  with  the  compli- 
cations of  blood  transfusion.  The  authors  have  succeeded 
in  producing  “a  readily  available  compendious  and  exposi- 
tory source”  on  the  subject  of  blood  transfusion. 


Woman’s  Personal  Hygiene,  Modern  Methods  and 
Appliances.  By  Leona  W.  Chalmers,  pp.  192  with 
32  illustrations.  Cloth,  $2.00.  Pioneer  Publications, 
Inc.,  New  York,  1941. 

This  book  is  more  than  a treatise  on  female  cleanliness 
although  this  desirable  condition  receives  proper  considera- 
tion. The  book  has  chapters  on  the  anatomy  of  woman’s 
reproductive  organs,  on  displacement  of  the  pelvic  organs, 
on  the  social  diseases  and  on  menstrual  difficulties.  The 
vaginal  douche,  its  appliances,  equipment  and  posture,  fills 
two  chapters.  Advice  to  daughters,  the  truth  about  beauty, 
postpartum  exercises,  marriage  and  family  are  topics 
treated  in  the  last  pages  of  the  book.  In  the  Foreword, 
Winfield  Scott  Pugh,  B.S.,  M.D.,  recommends  the  book  to 
every  member  of  the  female  sex. 


I’m  Gonna  be  a Father.  By  Bob  Dunn  (with  a little 
assistance  from  his  wife).  Cloth,  $1.00,  David  Mc- 
Kay Company,  Philadelphia. 

A gift  book  full  of  funny  pictures  for  a prospective 
father. 


Synopsis  of  Allergy.  By  Harry  L.  Alexander,  A.B., 
M.D.  pp.  246,  with  22  text  illustrations  and  29 
tables,  Cloth,  $3.00,  The  C.  V.  Mosby  Company, 
St.  Louis,  1941. 

The  present  day  attitude  toward  allergy,  from  a clinical 
standpoint,  is  to  regard  it  as  human  hypersensibility  in  all 
its  forms,  of  which  there  are  several  clinical  expressions 
which  can  be  arranged  and  classified.  In  Alexander’s 
Synopsis  of  Allergy  these  are  detailed  and  emphasis  placed 
upon  the  more  important.  The  most  generally  accepted 
viewpoints  are  given,  and  where  there  is  disagreement,  the 
author's  interpretation  is  stated.  Subjects  fully  discussed 
are: — Atopy,  Bronchial  Asthma,  Hay  Fever,  and  Allergic 
Dermatoses.  An  appendix  describes  Preparation  of 
Atopens,  Household  Materials  and  the  Possible  Allergens 
they  Contain,  Foods  and  their  Possible  Allergens,  Diagnos- 
tic Methods,  and  Recipes  for  Elimination  Diets. 


Synopsis  of  Genitourinary  Diseases.  By  Austin  I. 
Dodson,  M.D.,  F.A.C.S.,  Third  edition,  pp.  302,  with 
112  illustrations  most  of  which  are  from  original 
photographs  and  drawings.  Cloth,  $3.50,  The  C.  V. 
Mosby  Company,  St.  Louis,  1941. 

The  popularity  of  this  work  is  indicated  by  the  demand 
for  a third  edition.  In  the  section  on  Internal  Medication 
several  new  drugs  have  been  added  and  the  matter  re- 
arranged. In  the  chapters  on  Nontuberculous  Infections 
of  the  Urinary  Tract  and  of  the  Urethra  the  application 
of  sulfanilamide  and  the  sulfanilamide  derivitives  to  the 
treatment  of  genitourinary  tract  infections  is  discussed. 
The  discussion  of  the  etiology  of  urinary  calculi  has  been 
rearranged  and  elaborated. 

Dr.  Dodson  has  an  accomplishment  which  is  too  rarely 
encountered.  He  knows  how  to  pass  a sound  and  describes 
the  procedure  clearly.  Instead  of  adopting  the  battering 
ram  technique  which  many  orologists  exhibit,  he  stands 
to  the  left  of  the  patient  and  allows  the  sound  to  pass 
gently  along  the  anterior  urethra.  “All  movements  of 
introduction  and  withdrawal  of  instruments  into  the  urethra 
should  be  deliberate  and  gentle.  Rough  manipulations 
cause  shock,  encourage  sepsis,  and  often  defeat  the  pur- 
pose of  instrumentation.” 


The  Complete  Weight  Reducer.  By  C.  J.  Gerling.  pp. 

246,  Cloth,  $3.00,  Harvest  House,  70  Fifth  Avenue. 

New  York  City,  1941. 

As  the  title  indicates  this  book  provides  a complete 
resume  of  the  methods  of  weight  reduction.  The  factors 
of  diet  and  exercise  are  given  the  greatest  attention.  The 
subject  of  quackeries  and  frauds  in  weight  reduction  is 
covered  exhaustively  and  in  an  interesting  manner.  Alpha- 
betical arrangement  of  the  topics  treated  makes  the  book 
convenient  for  reference. 


XI 


Q.  When  I serve  a dish  of  canned  peas  or  spinach  or  some  other 
canned  vegetable  to  a patient,  how  can  I know  how  much 
ascorbic  acid  the  patient  is  getting? 

A.  I couldn't  assign  a definite  numerical  value.  All  vegetables 
have  an  upper  and  lower  limit  of  ascorbic  acid  content.  This 
probably  is  also  true  for  their  other  essential  nutrients.  The 
ascorbic  acid  content  of  a given  sample  is  determined  by  a 
number  of  factors,  like  variety,  state  of  maturity  when  picked, 
soil,  weather,  and  what  happens  to  the  vegetable  between  the 
time  it  is  harvested  and  served  to  the  patient.  It  is  very  likely 
that  canned  vegetables  are  fully  equal  in  ascorbic  acid  content 
to  kitchen-prepared  vegetables.  I suggest  you  be  guided  by 
reliable  publications  on  the  ranges  of  vitamin  contents  in 
canned  foods.  (1) 

American  Can  Company,  230  Park  Avenue,  New  York,  N.  Y. 


(0  1936.  Food  Research  1,  3 
1936.  Ibid  1,  231 

1938.  Nutrition  Abstracts  and  Reviews  8,  281 

1939.  The  Canned  Food  Reference  Manual, 
American  Can  Co.,  New  York. 

1940.  J.  Am.  Diet.  Assoc.  16,  891 


The  Seal  of  Acceptance  denotes  that  the  nutri- 
tional statements  in  this  advertisement  arc  accept- 
able to  the  Council  on  Foods  and  Nutrition  of  the 
American  Medical  Association. 


AMERICAN  CAN  COMPANY 

230  Park  Avenue,  New  York,  N.  Y. 
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REPORT  OF  THE  MILK  COMMISSION 
OF  THE  PROVIDENCE  MEDICAL 
ASSOCIATION  — 1941 


Certified  milk  in  Providence  during  1941  was  ob- 
tained from  the  following  farms:  Cherry  Hill 
Farm,  North  Beverly,  Mass. : Fairoaks  Farm,  Lin- 
coln, R.  I. ; Ferrycliffe  Farm,  Bristol,  R.  I. : Hamp- 
shire Hills  Farm,  Wilton,  N.  H.;  Walker-Gordon 
Farm,  Charles  River,  Mass. 

Through  the  courtesy  and  co-operation  of  the 
Boston  Commission  we  have  accepted  their  certifi- 
cation of  two  farms  from  Massachusetts  and  one 
from  New  Hampshire. 

Bacteriological  and  chemical  examinations  of 
certified  milk  are  made  in  the  laboratories  of  Brown 
University  under  the  supervision  of  Professor 
Charles  Stuart.  The  potency  tests  on  the  Vitamin- 
D milk  have  been  carried  on  in  the  laboratory  of 
Dr.  Robert  Harris  at  the  Massachusetts  Institute 
of  Technology  and  were  found  to  contain  a mini- 
mum of  430  U.S.P.  units  per  quart. 

All  of  the  herds  are  under  State  and  Federal 
supervision  and  are  free  from  Tuberculosis  and 
Brucella  abortus  infections. 

The  annual  summer  meeting  of  the  Certified  Pro- 
ducers and  Commission  was  held  in  June.  Dr. 
Edwin  Knights,  Deputy  Inspector  of  Milk  in  Prov- 


idence, gave  an  interesting  and  instructive  talk  on 
the  problems  of  Bangs  Disease  and  its  influence  on 
the  milk  supply  of  Providence.  Six  members  of  the 
Boston  Milk  Commission  attended  this  meeting  and 
participated  in  the  general  discussion. 

During  the  year  the  Commission  has  studied 
ways  and  means  of  telling  the  physicians  of  this 
State  about  the  superior  qualities  of  Certified  Milk. 
Advertising  material  has  been  printed  in  the  News 
Bulletin  of  the  Providence  Medical  Association  to 
acquaint  the  members  of  the  profession  with  the 
qualities  of  certified  milk.  The  annual  report  of 
the  Commission  was  published  in  the  Rhode  Island 
Medical  Joltrnal,  and  the  Providence  Medical 
News. 

The  Commission  is  indebted  to  Professor  Charles 
Stuart  for  his  continued  interest  and  co-operation 
during  the  past  year. 

The  personnel  of  the  Commission  includes  Drs. 
Harold  G.  Calder,  chairman,  Henry  E.  Utter, 
Halsey  DeWolf,  Maurice  Adelman,  Arthur  R. 
Newsam,  Frank  Matteo,  Reginald  A.  Allen,  Ray- 
mond L.  Webster,  D.M.D.  of  the  Rhode  Island 
Dental  Society  and  Reuben  C.  Bates,  Secretary  and 
T reasurer. 


MONTHLY  AVERAGES  OF  CERTIFIED  MILK  FOR  1941 

CHERRY  HILL 


H 

. P.  HOOD 

FAIROAKS 

FERRYCLIFFE  HAMPSHIRE 

HILLS 

WALKER- 

GORDON 

Bacteria 

Bacteria 

Pasteur 

Bacteria 

Bacteria  (Past.) 

Bacteria 

B.F. 

T.S. 

per  C.C. 

B.F. 

T.S. 

per  C.C. 

ized 

B.F. 

T.S. 

per  C.C. 

B.F. 

T.S. 

per  C.C. 

B.F. 

T.S. 

per  C.C. 

January 

4.0 

12.80 

2,120 

4.3 

13.34 

3,738 

41 

5.6 

14.89 

2,016 

4.1 

12.91 

6 

3.9 

12.80 

4,837 

February 

4.1 

12.86 

2,312 

4.2 

13.22 

2,306 

42 

5.5 

14.84 

1,425 

4.1 

13.00 

11 

3.8 

12.55 

6,650 

March 

4.0 

12.86 

2,387 

4.0 

13.00 

3,318 

78 

5.5 

14.90 

1,537 

4.1 

12.99 

14 

4.0 

12.94 

4,462 

April 

4.0 

12.74 

2,183 

4.3 

13.44 

1,544 

16 

5.4 

14.81 

1,783 

4.0 

12.90 

6 

4.0 

12.63 

4,312 

May 

4.1 

12.93 

1,860 

4.4 

13.45 

1,744 

38 

5.4 

14.80 

3,622 

4.0 

12.77 

7 

3.9 

12.52 

4,210 

June 

4.0 

12.70 

1,587 

3.9 

12.80 

3,262 

17 

5.3 

14.52 

3,606 

3.9 

12.63 

10 

3.8 

12.46 

6,033 

July 

4.0 

12.62 

2,500 

3.9 

12.84 

5,055 

104 

5.2 

14.38 

5,270 

4.0 

12.71 

55 

3.9 

12.54 

5,220 

August 

4.1 

12.81 

2,525 

4.0 

12.95 

4,992 

29 

4.9 

14.13 

6,843 

4.1 

12.96 

46 

4.0 

12.64 

7,025 

September 

4.0 

12.81 

2,650 

4.8 

13.90 

6,872 

54 

5.0 

14.27 

4,590 

4.1 

13.03 

8 

4.0 

12.66 

4,762 

October 

4.2 

13.18 

2,690 

4.5 

13.61 

5,616 

359 

5.3 

14.45 

5,900 

4.2 

13.17 

46 

3.8 

12.41 

2,820 

November 

4.3 

13.35 

3,287 

4.2 

13.43 

2,325 

20 

5.4 

14.74 

7,737 

4.0 

12.84 

25 

4.0 

12.71 

1,750 

December 

4.1 

13.00 

5,275 

4.4 

13.47 

2,107 

50 

5.5 

14.88 

1,975 

4.2 

12.96 

33 

3.7 

12.34 

4,000 

Yearly 

Average 

4.1 

12.88 

2,614 

4.2 

13.28 

3,573 

70 

5.3 

14.63 

3,858 

4.1 

12.90 

22 

3.9 

12.60 

4,673 
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ON  REQUEST: 
SMOKING  STUDIES 

from  completely  reliable  sources 


Because  it  is  good  scientific  practice  to  rely  on  work 
done  by  others,  provided  the  source  of  the  investigation 
is  recognized  as  competent  and  authoritative  . . . we 
shall  be  happy  to  send  you,  upon  request,  reprints  of 
papers  published*  on  the  influence  of  hygroscopic 
agents  on  irritation  from  cigarette  smoke. 


PHILIP  MORRIS 

Philip  Morris  & Co.  Ltd.,  Inc. 

119  Fifth  Avenue,  N.  Y. 


vtj  Laryngoscope,  Feb.  1935,  Vol.  XLV,  No.  2,  149-154  — Laryngoscope,  Jan. 
1937,  Vol.  XLV11,  No.  1,  58-60  Proc.  Soc.  Exp.  Biol,  and  Med..  1934, 
32,  241— N.  V.  State  Journ.  Med.,  Vol.  35,  6-1-35,  No.  11,  590-592 
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Child 

Nutrition 


THE  high  carbohydrate  re- 
quirements of  healthy 
children  are  effectively  ful- 
filled by  KARO.  It  is  non- 
cloying to  the  appetite,  not 
readily  fermented,  easily  di- 
gested, rapidly  absorbed 
and  utilized. 


Free  to  Physicians 

'Infant  Feeding  Manual  For 
Physieans"  is  a concise,  helpful 
monograph  containing  specific 
information  and  tested  Karo 
feeding  formulas.  Sent  postpaid. 


Please  Write  Medical  Department 

CORN  PRODUCTS  REFINING  CO. 
17  Battery  Place,  New  York,  N.  Y. 


86c  out  of  each  $1.00  gross  income 
used  for  members  benefit 

PHYSICIANS  CASUALTY  ASSOCIATION 
PHYSICIANS  HEALTH  ASSOCIATION 

HOSPITAL  ACCIDENT 

sickness  Insurance 


For  Ethical  Practitioners  Exclusively 

(56,000  POLICIES  IN  FORCE) 


LIBERAL  HOSPITAL  EXPENSE 
COVERAGE 

For 

$10.00 

per  year 

$5,000.00  accidental  death 

$25.00  weekly  indemnity,  accident  and  sickness 

For 

$32.00 

per  year 

$10,000.00  accidental  death 

$50.00  weekly  indemnity,  accident  and  sickness 

For 

$64.00 

per  year 

$15,000.00  accidental  death 

$75.00  weekly  indemnity,  accident  and  sickness 

For 

$96.00 

per  year 

39  years  under  the  same  management 

$2,000,000.00  INVESTED 

ASSETS 

$10,000,000.00  PAID  FOR 

CLAIMS 

$200,000  deposited  with  State  of  Nebraska 
for  protection  of  our  members 

Disability  need  not  be  incurred  in  line  of  duty  — 
benefits  from  the  beginning  day  of  disability 

Send  for  applications,  Doctor,  to 

400  First  National  Bank  Building,  • Omaha,  Nebr. 


ANY  PHYSICIAN  MAY  EXHIBIT  "WHEN  BOBBY 
GOES  TO  SCHOOL”  TO  THE  PUBLIC 

Under  the  rules  laid  down  by  the  American 
Academy  of  Pediatrics,  their  new  educational-to- 
the-public  film,  “When  Bobby  Goes  to  School,” 
may  be  exhibited  to  the  public  by  any  licensed  phy- 
sician in  the  United  States. 

All  that  is  required  is  that  he  obtain  the  endorse- 
ment by  any  officer  of  his  county  medical  society. 
Endorsement  blanks  for  this  purpose  may  be  ob- 
tained on  application  to  the  distributor,  Mead  John- 
son & Company,  Evansville,  Indiana. 

Such  endorsement,  however,  is  not  required  for 
showings  by  licensed  physicians  to  medical  groups 
for  the  purpose  of  familiarizing  them  with  the 
message  of  the  film. 

“When  Bobby  Goes  to  School”  is  a 16-mm  sound 
film,  free  from  advertising,  dealing  with  the  health 
appraisal  of  the  school  child,  and  may  be 
borrowed  without  charge  or  obligation  on  applica- 
tion to  the  distributor,  Mead  Johnson  & Company, 
Evansville,  Indiana. 
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Physicians  will  find  that  S-M-A*  is 
not  a "compromise  formula;’  It  is  a 
complete  milk  formula  for  infants 
deprived  of  human  milk. 

Cows’  milk  fat  is  replaced  with  the 
unique  S-M-A  fat  for  easy  digestion 
and  adequate  nutrition.  It  compares 
physically,  chemically  and  biologi- 
cally with  the  fat  in  human  milk. 

The  carbohydrates  in  S-M-A  and 
human  milk  are  identical. 

With  the  exception  of  vitamin  C, 
the  vitamins  essential  to  normal 
growth  and  development  (Bi,  D, 
and  A)  are  included  in  adequate 
proportion  in  S-M-A  ready  to  feed. 

Furthermore,  iron  (so  difficult  to  pro- 
vide for  the  bottle-fed  infant)  is 
included  in  S-M-A.  When  prepared 
each  quart  provides  10  mg.  iron  and 
ammonium  citrate. 

***** 

Excellent  results  with  hundreds  of 
thousands  of  infants  is  reason  enough 
why  S-M-A  is  the  choice  of  a steadily 
increasing  number  of  physicians. 

Try  S-M-A.  Results  tell  the  true  story 
more  aptly  than  words  and  pictures. 


— 

:■  


*S-M-A,  a trade  mark  of  S.M.A.  Corporation,  for  its  brand 
of  food  especially  prepared  for  infant  feeding — derived  from 
tuberculin-tested  cow’s  milk,  the  fat  of  which  is  replaced  by 
animal  and  vegetable  fats,  including  biologically  tested  cod 
liver  oil ; with  the  addition  of  milk  sugar  and  potassium 


chloride;  altogether  forming  an  antirachitic  food.  When 
diluted  according  to  directions,  it  is  essentially  similar  to 
human  milk  in  percentages  of  protein,  fat,  carbohydrate  and 
ash,  in  chemical  constants  of  the  fat  and  physical  properties. 


S.M.A.  CORPORATION  • 8100  McCORMICK  BOULEVARD  » CHICAGO,  ILLINOIS 
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Many  physicians  are  becoming  increas- 
ingly aware  of  the  value  of  DR.  LOCKE 
SHOES  in  their  practice.  They  are  finding 
them  most  HELPFU L in  aiding  the  reduc- 
tion of  pain  and  swelling  due  to  functional 
decompensation  of  foot  structure. 

Our  staff  understand  your  problem  and 
will  work  with  you. 


Cho5 


dr. 


SECOND  FLOOR,  W00LW0RTH 


BLDG 


elective,  Convenient 
and  economical 


The  effectiveness  of  Mercurochrome  has  been 
demonstrated  by  twenty  years’  extensive  clinical  use. 

For  the  convenience  of  physicians  Mercurochrome 
is  supplied  in  four  forms — Aqueous  Solution  for 
the  treatment  of  wounds.  Surgical  Solution  for 
preoperative  skin  disinfection.  Tablets  and  Powder 
from  which  solutions  of  any  desired  concentration 
may  readily  be  prepared. 


(dibrom-oxymercuri- fluorescein-sodium) 


is  economical  because  solutions  may  be  dispensed 
at  low  cost.  Stock  solutions  keep  indefinitely. 


Mercurochrome  is  accepted  by  the 
Council  on  Pharmacy  and  Chemistry  of 
the  American  Medical  Association. 


Literature  furnished  on  request 

HYNSON,  WESTCOTT  & DUNNING,  INC. 

BALTIMORE,  MARYLAND 


YOU'RE  THE  DOCTOR 
We're  the  Nursing  Home! 

o 

The  Dorcus  Convalescent  Home 

is  now  the 

NILES  NURSING  HOME 

and  is  under  the  management  of  Mrs. 
Edith  C.  Niles  who  is  a niece  of  the  Misses 
Dorcus  and  a graduate  of  Roosevelt 
Hospital. 

► Efficient,  Experienced,  Friendly 
Management 
^ Hospital  Cleanliness 

^ Excellent  Food,  supervised  by  Dietitian 
^ 24  Hour  Service 
^ Flexible,  Reasonable  Rates 

NILES  NURSING  HOME 

incorporated 

32  Blackstone  Boulevard,  Providence 
PL  4178  — PL  3485 


ANESTHETIC  GASES 

(Medical) 

Nitrous  Oxid 

Oxygen 

Carbon  Dioxid 

Carbon  Dioxid  - Oxygen 

Helium  - Oxygen 

Cyclopropane 

Complete  Apparatus 
for  Administration 


SMITH-HOLDE 
COMPANY  IM 

DExter  0742 


PHYSICIANS  DIRECTORY 
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Eye,  Ear,  Nose  and  Throat 

FRANCIS  L.  BURNS,  M.D. 

Ear,  Nose  and  Throat 

Office  Hours  — 1 :00-5 :00  P.  M. 
and  by  appointment 

382  Broad  Street  Providence 


FRANK  W.  DIMMITT,  M.D. 

Eye,  Ear,  Nose  and  Throat 
78  Waterman  Street  Providence,  R.  I. 

Hours:  By  appointment 


JOS.  L.  DOWLING,  M.D. 

Practice  limited  to 
Diseases  of  the  Eye 

57  Jackson  Street  Providence,  R.  I. 

1-4  and  by  appointment 


RAYMOND  F.  HACKING,  M.D. 
Practice  limited  to  diseases  of  the  eye 
105  Waterman  Street  Providence,  R.  I. 


GORDON  J.  McCURDY,  M.D. 

Ear,  Nose  and  Throat 
Bronchoscopy  and  Esophagoscopy 
Hours,  by  appointment 
Phone  DExter  5550 

198  Angell  Street  Providence,  R.  I. 


BENJAMIN  FRANKLIN  TEFFT,  M.D. 
Ear,  Nose  and  Throat 

185  Washington  Street  West  Warwick,  R.  I. 
Hours  by  appointment  Phone  Valley  229-R 


HERMAN  A.  WINKLER,  M.D. 

Ear,  Nose  and  Throat 
224  Thayer  Street,  Providence  R.  I. 
Hours  by  appointment  Call  GAspee  4010 


Cardiology 

CLIFTON  BRIGGS  LEECH,  M.D. 
Practice  limited  to 

Diseases  of  the  Heart  and  Circulatory  System 
Hours  by  appointment 
Phone  GAspee  5171 
Residence,  Warren  1191 
82  Waterman  Street  Providence,  R.  I. 

Dermatology 

WILLIAM  B.  COHEN,  M.D. 

Practice  limited  to 
Dermatology  and  Syphilology 
Hours  2-4  and  by  appointment 
105  Waterman  Street  Providence,  R.  I. 


VINCENT  J.  RYAN,  M.D. 

Practice  limited  to 
Dermatology  and  Syphilology 
Hours  by  appointment  Call  GA  4313 

198  Angell  Street,  Providence,  R.  I. 


CARL  D.  SAWYER,  M.D. 

Practice  limited  to 
Dermatology  and  Syphilology 
Hours  by  appointment 

182  Waterman  Street  Providence,  R.  I. 

MALCOLM  WINKLER,  M.D. 

Practice  limited  to 
Dermatology  and  Syphilology 
Hours  by  appointment  Call  DExter  0105 

105  Waterman  Street,  Providence,  R.  I. 

Genito-Urinary 

VINCENT  J.  ODDO,  M.D. 

Practice  limited  to 
Urology  and  Urological  Surgery 
Hours:  2-4  and  7-8  and 
by  appointment 

322  Broadway  Providence,  R.  I. 

X-Ray 

JACOB  S.  KELLEY,  M.D. 

Practice  limited  to  all  branches  of 
Roentgenology 

Special  attention  given  to  bedside  work 
153  Smith  Street  Providence,  R.  I. 

Hours:  10  to  4 and  by  appointment 
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MEDICAL  OFFICES  FOR  RENT 


Medical  Building,  Providence,  R.  I. 
105  Waterman  St.  — 3-room  suite 
203  Thayer  St.  — 2 rooms 

George  Paul  Slade  GAspee  7730 


Massage 

MISS  RACHEL  LEE  FITZGERALD 

Swedish  Massage 
Corrective  Exercises 

Telephone:  Warren  1015 

Massasoit  Ave.  Barrington,  R.  I. 

Druggist 

J.  E.  BRENNAN  & COMPANY 
Leo  C.  Clark,  Prop. 

APOTHECARIES 

5 North  Union  Street  Pawtucket,  R.  I. 

Sheldon  Building 

5 Registered  Pharmacists 


“We  guarantee  our  appliances  to  fit’’ 

Abdominal  Belts  Trusses,  Corsets 

Sacro  Iliac  Belts  Elastic  Stockings 

Spinal  Braces  Wheel  Chairs 

Hospital  Beds,  Arch  Supports  Etc. 

Male  and  Female  Attendants 
Phone  Dexter  8980 

H.  MAWBY  CO.,  INC. 

Makers  of  Surgical  Appliances 

63  Washington  St.  Providence,  R.  I. 
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Members  of  our  profession  entering  the  services 
will  be  pleased  with  this  announcement  which  the 
Physicians  Casualty  Association  are  sending  out. 

“In  these  days  when  we  are  all  confronted  with  a 
question  of  shortages  in  various  commodities  and 
an  increase  in  the  price  of  those  obtainable,  we  are 
happy  to  announce  that  not  only  will  we  continue  to 
carry  our  policyholders  at  no  increase  in  the  cost 
of  their  accident  and  health  insurance,  but  we 
adopted  a resolution  to  the  eflfect  that  there  shall  he 
no  restriction  under  our  policies  by  reason  of  Army, 
Navy  or  Marine  Service  and  this  is  irrespective  of 
where  such  Service  may  take  the  policyholder.” 


For  eighty-two  years  John  Wyeth  and  Brother  have  been  manufacturing  quality  pharmaceuticals.  During  this 
period  the  integrity  of  the  physician’s  prescription  has  been  maintained  by  a policy  of  strict  ethical  promo- 
tion. Wyeth  products  are  not  known  to  the  laity.  Emphasis  is  placed  on  research  and  production  control  so 
that  standardized  potency  and  therapeutic  effect  are  always  obtained  when  the  physician  writes^Wyeth’s." 

The  name  Wyeth’s  is  Reg.  U.  S.  Pat.  Off. 
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other  known  factors  of  the 


VITAMIN  B COMPLEX 

including  nicotinic  acid 


MEAD’S  BREWERS  YEAST  TABLETS  • Each  Mead’s  Brewers  Yeast  Tablet 
contains  20  International  units  of  vitamin  B!  (thiamin  — the  antineuritic 
factor)  and  20  Sherman  units  of  vitamin  G (riboflavin).  Clinical  tests  have 
shown  the  product  to  be  rich  also  in  nicotinic  acid,  for  the  prevention  and 
treatment  of  pellagra.  Supplied  in  6-grain  tablets  in  bottles  of  250  and  1,000. 

MEAD’S  BREWERS  YEAST  POWDER  • Each  gram  (V2  teaspoon)  supplies  50 
International  units  of  vitamin  Bj  and  50  Sherman  units  of  vitamin  G (the 
same  potency  as  Mead’s  Brewers  Yeast  Tablets),  as  well  as  nicotinic  acid. 
Mixes  readily  with  various  vehicles  the  physician  may  specify  in  infant 
feeding.  Supplied  in  6-oz.  bottles. 

Mead’s  Brewers  Yeast  is  nonviable  and  is  vacuum-packed  to  prevent  oxidation. 

Packed  in  brown  bottles  and  sealed  cartons  for  greater  protection. 


MEAD  JOHNSON  & COMPANY,  EVANSVILLE,  INDIANA,  U.  S.  A. 
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• The  Army’s  carefully  planned  routine  soon  enables 
the  rookie  to  put  in  a full  day  at  “double  time”  with- 
out ill  effects.  But  for  the  civilian  “double  time” 
living  often  results  in  faulty  health  habits  which  you 
as  a physician  are  called  upon  to  correct. 


LET’S  CO!  DOUDLE  TIME 


^ hen  constipation  exists  consider  the  advantages 
of  Petrogalar*  as  an  aid  in  the  restoration  of  normal 
bowel  movement.  Its  pleasant  taste  and  gentle,  con- 
sistent action  are  acceptable  to  even  the  “fussiest” 
patients. 

Petrogalar  is  available  in  five  different  types  to 
afford  a choice  of  medication  best  suited  to  the 
individual  patient. 


FOR  THE  TREATMENT  OF  CONSTIPATION 

Petrogalar 


9 Peg.  U.  S.  Pat.  Off.  Petrogalar  is  an  aqueous  suspension  of  pure 
mineral  oil  each  100  cc.  of  which  contains  65  cc.  pure  mineral  oil 
suspended  in  an  aqueous  jelly  containing  agar  and  acacia. 


Chicago, 


Illinois 


Petrogalar  Laboratories,  Inc. 


8134  McCormick  Boulevard 
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IN  BISMUTH  THERAPY 


Bismuth  Ethylcamphorate 

After  the  intramuscular  injection  of  2 cc.  of  Bis- 
muth Ethylcamphorate,  a treponemicidal  level 
is  ordinarily  reached  in  forty-eight  to  seventy- 
two  hours.  This  speed  of  effectiveness  lies  between 
that  of  water-soluble  bismuth  salts,  which  are 
faster,  and  oil  suspensions  of  bismuth  salts, 
which  are  slower.  Since  this  promptness  of 
therapeutic  action  is  coupled  with  good  duration 
of  effectiveness,  Bismuth  Ethylcamphorate 
possesses  the  advantages  of  the  "middle  way.'' 


Sterile  Solution  Bismuth  Ethylcamphorate  is  the 
bismuth  salt  of  ethyl  camphoric  acid  dissolved  in 
sweet  almond  oil.  It  is  available  in  boxes  of  six  and 
twenty-five  1 cc.  ampoules,  and  in  30  cc.  vials. 
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No  other  footprints  are  exactly  the  same  as 
those  of  this  newborn  infant.  And  no  other 
oxytocic  product  duplicates  Pitocin,’1'  which 
helped  bring  this  hahy  into  the  world.  Pitocin 
contains  the  oxytocic  principle  of  the  pituitary 
gland  with  almost  none  of  its  pressor  principle. 
I hus,  it  effectively  stimulates  uterine  contrac- 
tions without  raising  the  hlood  pressure  . . . an 
especially  useful  factor  when  labor  is  complicated 
hv  such  conditions  as  nephritis  and  hypertension. 


reet 


in  the  World 
Could 
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Pitocin  is  a familiar  product  in  most  delivery 
rooms.  Obstetricians  are  pleased  with  its  oxy- 
tocic reliability,  its  speedy  action,  the  rarity  of 
systemic  reactions  following  its  use.  The  Parke- 
Davis  label  assures  accurate  standardization. 


PITOCIN 

A product  of  modern  research  offered  to  the 
medical  profession  by 


Chief  indications  for  Pitocin  (alpha-hypopha- 
mine)  are:  medical  induction  of  labor;  stimulation 
of  the  laggard  uterus  during  labor;  prevention 
and  minimizing  of  postpartum  or  late  puerperal 
hemorr  hag  e;  and  of  hlood  loss  following  cesarean 
section  or  curettage.  Literature  on  request. 


* Trade  Mark  Reg.  U.  S.  Pat.  Off. 


DAVIS 


COMPANY  DETROIT,  MICHIGAN 


OVER  75  YEARS  OF  SERVICE  TO  MEDICINE  AND  PHARMACY 
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Q.  I’ve  heard  that  canners  just  use  the  surplus  crops.  Is  that  true? 

A.  No.  As  a matter  of  fact,  many  of  the  varieties  used  for  canning 
can  not  he  obtained  in  any  other  form.  Most  eanners  contract 
for  their  crops  for  canning,  months  in  advance.  They  usually 
specify  the  variety  of  fruit  or  vegetables  wanted.  And  in 
many  cases  this  means  furnishing  seeds  or  plants  especially 
developed  for  their  purposes,  (i ) 

American  Can  Company,  230  Park  Avenue,  New  York,  N.  Y. 


(1)  1939.  Agr.  Expt.  Sta.  Univ.  Wisconsin,  Bui.  444. 

1939.  Univ.  Maryland  Agr.  Expt.  Sta.  Bui.  425. 

1937.  U.  S.  Dept.  Agr.  Farmers  Bui.  1253. 

1937.  Univ.  Illinois  Agr.  Expt.  Sta.  and  Extension  Ser- 
vice in  Agr.  and  Home  Econ.  Circular  472. 

1929.  Univ.  Maryland  Agr.  Expt.  Sta.  Bui.  318. 


The  Seal  of  Acceptance  denotes  that  the  nutri- 
tional statements  in  this  advertisement  are  accept- 
able to  the  Council  on  Foods  and  Nutrition  of  the 
American  Medical  Association. 


AMERICAN  CAN  COMPANY 

230  Park  Avenue,  New  York,  N.  Y. 
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California 

WINES 

invite  attention 


JLn  America  today,  the  wines  of  our  own 
country  are  used  nine  to  one  over  foreign 
wines. 

Especially  favored  are  the  wines  of 
California.  For  in  the  opinion  of  authori- 
ties qualified  to  speak,  California  is  pro- 
ducing wines  of  outstanding  quality. 

This  quality  begins  with  the  grapes 
themselves.  For  example,  in  California’s 
700-mile  vineyard  belt  there  occurs  a range 
of  soils  and  climates  in  which  the  world’s 
finest  wine  grapes  are  grown.  Somewhere 
in  the  state  each  grape  variety  finds  its 
ideal  setting  and  comes  to  perfect  ripeness 
each  year. 

just  as  essential,  American  wine-grow- 
ing skills  and  facilities  have  now  advanced 
over  any  before  known  in  this  country. 
Special  methods  of  grape  selection,  tem- 
perature control,  and  sanitation,  continuing 
laboratory  tests,  and  spotless  modern 
equipment  today  aid  the  wine  grower  in 
the  United  States. 

In  every  way  California  wines  conform 
to  the  most  rigid  state  and  Federal  stand- 
ards of  quality.  All  are  well  developed. 
True  to  type. 

And  these  fine  wines  are  moderate  in 
price — perhaps  an  important  point  to  many 
people  who  now  find  wines  of  Europe  too 


This  advertisement  is  printed  by 
the  wine  growers  of  California 
acting  through  the  Wine  Advis- 
ory Board,  85  Second  Street,  San 
Francisco.  The  non-profit  Wine 
Advisory  Board  invites  your 
requests  for  further  information 
about  California  wines. 
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expensive. 


86c  out  of  each  $1.00  gross  income 
used  for  members  benefit 
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What  better  proof 

of 

Philip  Morris  superiority:— 


EVEN  more  conclusive  than  the  obvious 
improvement  in  patients’  conditions*  on 
changing  to  Philip  Morris  cigarettes  is  this: 


ON  CHANGING  BACK  TO 
OTHER  CIGARETTES, 
CONGESTION  RETURNED 
IN  80%  OF  THE  CASES.** 


Philip  Morris 

PHILIP  MORRIS  & CO.,  LTD.,  INC. 

119  FIFTH  AVENUE,  NEW  YORK,  N.  Y. 


* Irritation  of  the  nose  and  throat  due  to  smoking. 

**  Laryngoscope,  Feb.  1935,  Vol.  XLV,  No.  2,  149-154. 
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be  sent  you  for  your  dollar. 
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THE  TREATMENT  OF  PLEURAL  AND  PULMONARY  SUPPURATION 

J.  Murray  Beardsley,  M.D.* 


It  is  our  intention  to  discuss  briefly  some  of  the 
more  modern  methods  that  have  developed  during 
the  past  few  years  in  the  treatment  of  acute  empy- 
ema, lung  abscesses  and  bronchiectasis.  No  refer- 
ence will  be  made  to  the  treatment  of  tuberculous 
empyema  or  of  chronic  nontuberculous  empyema. 

During  the  past  seven  years  at  the  Rhode  Island 
Hospital  and  the  Charles  V.  Chapin  Hospital  180 
cases  of  acute  empyema,  102  cases  of  lung  abscess 
and  65  cases  of  bronchiectasis  have  been  treated. 
Since  we  are  dealing  with  a large  number  of  cases 
of  this  type  it  is  fitting  that  we  occasionally  take 
stock  of  our  results  and  our  methods  of  treatment. 

Acute  Empyema 

To  consider  first  the  problem  of  empyema.  You 
are  all  familiar  with  the  great  advances  that  were 
made  and  the  improvement  in  mortality  that  fol- 
lowed the  experiences  of  the  last  World  War. 
During  the  war  period,  the  death  rate  in  some  of 
the  Army  camps  reached  the  appallingly  high  figure 
of  65%  or  more.  This  occurred  following  the  so- 
called  influenzal  type  of  pneumonia.  The  gross 
mortality  for  all  cases  in  our  series  is  16%.  The 
great  lesson  that  was  learned  as  a result  of  the  war 
experience  was  in  knowing  more  definitely  the 
proper  time  for  drainage.  Today  we  approach  the 
subject  with  a great  advantage  over  surgeons  of 
that  time  to  whom  we  must  give  credit  for  having 
solved  this  most  important  problem  for  us.  Up 
until  this  time  too  little  attention  was  paid  to  the 
physiology  and  mechanics  of  respiration,  and  drain- 
age of  the  chest  before  mediastinal  fixation  had 
occurred  subjected  the  patients  to  the  adverse 
effects  of  atmospheric  pressure  which  in  turn  re- 
sulted in  mediastinal  flutter  and  subsequent  death 
from  asphyxia. 

Having  passed  this  milestone  we  may  now  pro- 
ceed with  some  of  the  other  problems  of  therapy. 
The  discussion  of  the  type  of  drainage,  whether 
it  be  open,  closed,  or  drainage  by  aspiration  has  to 
a large  extent  quieted  down.  This  is  due  to  a 
realization  that  every  case  with  this  disease  should 
*82  Waterman  St.,  Providence.  R.  I. 


be  approached  with  an  open  mind  and  no  thought 
of  predetermined  measures.  Our  cases  have  been 
treated  by  all  three  methods.  It  may  be  said  that 
each  method  has  advantages  and  disadvantages  and 
it  should  also  be  noted  that  the  same  destination 
may  be  reached  by  the  traveling  of  different  roads. 
Our  main  object  is  to  get  the  patient  well  but  today 
our  ambition  should  go  beyond  this  point  and  this 
should  be  accomplished  as  quickly  and  with  as  little 
discomfort  to  the  patient  as  possible. 

Aspiration:  Treatment  by  aspiration  is  used 
chiefly  as  a preliminary  to  surgical  drainage  and  in 
the  occasional  case  results  in  cure,  but  on  the  whole 
this  method  fills  a very  small  place  in  the  actual 
treatment  of  empyema.  Indeed  overindulgence  in 
this  method  has  been  distinctly  harmful  and  has 
resulted  in  prolonging  the  convalescence  of  those 
that  ultimately  come  to  surgery,  or  chronic  empy- 
ema has  resulted  which  has  rendered  plastic  opera- 
tions necessary  in  order  to  achieve  final  cure.  Its 
obvious  advantage  lies  in  excluding  atmospheric 
pressure  from  a chest  which  is  not  prepared  for  it 
and  at  the  same  time  infected  fluid  is  removed. 
The  disadvantage  lies  in  the  fact  that  drainage  is 
inadequate  in  most  cases,  and  it  may  be  stated  now 
that  adequate  drainage  is  the  most  important  of 
all  the  rules  that  govern  the  treatment  of  this  dis- 
ease. It  is  at  once  obvious  that  pus  that  has  become 
thick  and  in  which  organized  fibrin  is  present  can 
never  be  adequately  drained  by  means  of  a needle. 
If  during  the  course  of  aspirating  thinly  infected 
fluid  for  the  purpose  of  relieving  toxic  absorption 
the  empyema  becomes  cured,  naturally  no  further 
drainage  is  indicated,  but  it  is  my  belief  that  this 
occurs  so  rarely  and  that  surgical  drainage  is  neces- 
sary so  constantly  that  as  soon  as  infected  fluid  is 
diagnosed  this  is  a signal  for  close  cooperation 
between  the  surgeon  and  the  internist.  We  have 
been  very  fortunate  in  having  had  this  close  co- 
operation between  our  services  at  the  Rhode  Island 
Hospital  and  we  do  not  now  have  the  experience 
of  having  these  cases  dumped  in  our  laps  after 
prolonged  medical  attempts  to  cure  them. 
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Closed  Drainage:  The  same  considerations  that 
have  been  spoken  of  in  treatment  by  aspiration 
apply  to  a certain  extent  to  treatment  by  closed 
drainage,  although  it  should  he  stated  at  once  that 
this  latter  method  fills  a much  larger  place.  The 
same  advantages  apply  here  but  in  addition  it  is 
obvious  that  drainage  is  being  carried  out  through 
a larger  opening  and  that  it  is  constant.  Closed 
drainage  may  be  instituted  quite  readily  at  the  bed- 
side in  those  patients  that  are  too  ill  to  be  moved. 
Many  variations  of  apparatus  have  been  suggested, 
the  most  common  being  by  a simple  catheter  con- 
nected to  a closed  bottle.  The  disadvantage  of  this 
method  has  always  been  the  difficulty  of  maintain- 
ing a closed  system  and  the  prevention  of  leaking 
after  the  first  few  days.  It  also  requires  more  per- 
sonal attention  on  the  part  of  the  surgeon.  A third 
disadvantage  is  that  frequently  the  opening  is  not 
large  enough  for  adequate  drainage. 

I would  like  to  bring  once  more  to  your  attention 
the  advantages  of  the  two  tube  method  in  carrying 
out  closed  drainage.  This  was  described  in  a pre- 


Fig.  I 

Diagram  illustrating  the  continuous  suction-irriga- 
tion system  of  closed  drainage.  Lavage  is  carried 
out  continuously  and  negative  pressure  constantly 
maintained.  It  is  increased  or  decreased  by  lower- 
ing or  raising  the  tube  F.  No  airtight  bottles  are 
required. 


vious  article1  about  three  years  ago  but  is  not  in 
general  use.  Tbe  purpose  in  the  treatment  of  any 
empyema  is  the  disinfection  of  the  pleural  cavity 
and  the  re-expansion  of  the  lung.  When  drainage 
is  carried  out  by  means  of  a single  catheter  the 
negative  phase  is  lost  as  soon  as  fluid  is  introduced 
through  the  catheter  for  the  purpose  of  irrigation 
hut  by  using  the  two  tube  method  lavage  of  the 
cavity  is  carried  on  continuously  and  the  negative 
pressure  is  maintained  at  a constant  level.  The 
degree  of  negative  pressure  is  increased  or  de- 
creased by  the  simple  expedient  of  lowering  or 
raising  the  drainage  tube.  A special  tube  has  been 
devised  but  it  is  also  possible  to  carry  out  this 
method  in  other  ways.  From  personal  observation 
over  several  years  it  is  our  belief  that  this  method 
results  in  convalescence  being  very  definitely  short- 
ened. It  is  one  of  the  few  means  hv  which  an  open 
drainage  can  he  converted  into  a closed  system, 
in  those  cases  where  lung  re-expansion  is  proceed- 
ing too  slowly. 


Fig.  II 


The  type  of  tube  recommended  for  suction  irriga- 
tion. The  portion  within  the  chest  should  be  cut 
to  the  appropriate  length.  The  smaller  tube  is 
connected  to  the  irrigating  tube  and  the  larger 
one  to  the  drainage  tube. 

Open  Drainage:  Open  drainage  is  the  simplest 
method  of  all  and  for  this  reason  alone  has  many 
advantages  over  other  methods.  It  is  the  general 
experience  that  the  path  of  least  resistance  is  the 
one  most  generally  followed  and  that  a method 
that  requires  more  time  and  personal  attention 
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rarely  develops  into  general  usage.  Open  drainage 
is  more  easily  taken  care  of  on  a surgical  ward  than 
either  of  the  other  two  methods.  It  is  applied  to 
cases  of  encapsulated  empyema  and  may  also  he 
employed  where  a free  empyema  is  present  which, 
however,  has  had  enough  pleural  reaction  to  pro- 
duce mediastinal  fixation.  We  have  occasionally 
been  misled  on  this  latter  point  and  if  any  undue 
embarrassment  occurred  on  opening  the  pleural 
cavity  have  resorted  to  the  use  of  the  special 
empyema  tube  to  institute  closed  drainage. 

The  disadvantage  of  open  drainage  in  addition 
to  the  above  is  that  as  a general  rule  re-expansion 
of  the  lung  occurs  more  slowly  and  convalescence 
is  more  prolonged.  We  believe  that  flutter  valves 
if  properly  applied  are  of  definite  value  in  aiding 
expansion  but  have  not  been  particularly  impressed 
with  the  use  of  blow  bottles  or  other  respiratory 
exercises. 

The  time  for  removal  of  the  tube  should  perhaps 
be  mentioned  although  it  should  be  obvious  that  as 
long  as  an  infected  cavity  remains  the  tube  should 
never  be  removed  since  the  sinus  closes  rapidly 
and  may  leave  a residual  empyema  which  may 
necessitate  a second  drainage  operation.  This  tube 
should  never  be  removed  until  the  space  has  been 
completely  obliterated  unless  a catheter  is  being 
inserted  every  day  or  two  for  the  purpose  of  irri- 
gation. 

The  diminishing  size  of  the  cavity  should  be 
determined  by  actual  measurement  or  by  the  intro- 
duction of  an  opaque  solution  followed  by  x-ray. 
Ordinary  x-ray  plates  give  a very  poor  indication 
of  the  extent  of  the  cavity. 

One  of  the  fundamental  principles  in  the  treat- 
ment of  empyema  is  that  drainage  should  be  at  the 
most  dependent  point  of  the  cavity.  In  many  cases 
it  is  impossible  to  determine  this  by  means  of  x-ray 
alone  and  a very  valuable  method  for  determining 
this  point  for  drainage  is  the  introduction  of 
lipiodol2  and  allowing  it  to  fall  to  the  bottom  of  the 
cavity  after  which  antero-posterior  and  lateral 
over-exposed  x-rays  are  taken  with  the  patient  in 
the  upright  position.  This  tells  us  whether  the 
lowermost  point  of  the  cavity  is  anterior,  lateral 
or  posterior  and  marks  the  level  very  definitely. 
However,  the  pleura  should  not  be  opened  even 
after  having  been  guided  by  this  method  without 
having  first  carried  out  aspiration  through  the 
intercostal  space  or  through  the  posterior  periosteal 


Fig.  Ill 

X-ray  showing  lipiodol  at  the  most  dependent  point 
of  an  empyema  cavity. 

rib  bed.  If  for  any  reason  after  opening  into  the 
empyema  cavity  it  is  found  that  the  dependent  point 
has  not  been  reached  the  drainage  site  should  be 
immediately  changed,  either  by  enlarging  the  inci- 
sion downwards  or  if  the  point  is  too  far  away, 
by  a second  incision. 

The  type  of  solutions  used  for  irrigation  pur- 
poses in  my  experience  play  a very  minor  role 
except  for  the  use  of  Dakin’s  solution  during  the 
early  phase  for  the  dissolution  of  organized  fibrin. 
The  sulfonamide  group  of  drugs  in  concentrated 
solutions  have  been  used  with  no  apparent  increased 
benefit.  The  presence  of  the  high  concentration  of 
these  drugs  in  the  pleural  fluid  after  ingestion  by 
mouth  has  in  our  experience  had  little  effect  in 
inhibiting  the  development  of  empyema.  They 
should  be  used,  however,  in  cases  where  the  resid- 
ual pneumonia  has  not  completely  cleared  or  when 
positive  blood  stream  cultures  are  still  present. 

Time  does  not  permit  a discussion  of  multiple 
empyema  in  one  or  both  chests  but  in  general  the 
same  principles  that  have  been  mentioned  in  single 
empyema  can  be  applied. 
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Lung  Abscess 

It  will  be  seen  that  the  advances  in  the  treatment 
of  lung  abscess  have  in  many  ways  paralleled  that 
of  empyema.  In  the  first  place  emphasis  has  again 
been  placed  on  the  time  factor,  hut  whereas  in  the 
former  disease  the  tendency  has  been  against  too 
early  drainage,  in  lung  abscess  it  has  been  in  the 
opposite  direction.  Following  the  lead  of  Neuhof3 
surgeons  have  definitely  shown  that  delay  in  opera- 
tion and  allowing  the  abscess  to  reach  a chronic 
state  has  been  responsible  for  the  high  mortality 
of  the  past.  This  was  emphasized  by  Cutler  and 
Gross4  in  1934  when  they  reported  a mortality  of 
45%  in  a study  of  47  cases.  It  has  been  demon- 
strated that  in  lung  abscess  adhesions  to  the  parietal 
pleura  occur  early  and  that  the  abscess  may  he 
drained  from  3 to  6 weeks  from  the  onset  of  the 
disease.  This  improvement  in  mortality  appears  to 
be  demonstrated  in  our  own  series  in  which  the 
gross  mortality  for  the  7 year  period  to  the  end 
of  1940  was  30%  hut  in  the  final  year  the  mortality 
was  13%  in  the  12  cases  treated.  We  feel  so  con- 
fident that  adhesions  will  he  found  in  the  early 
stage  of  the  disease  that  when  the  nonadherent 
lung  is  encountered  we  are  certain  that  correct 
localization  has  not  been  made.  In  other  words 
there  would  appear  to  be  little  if  any  indication 
for  the  two-stage  procedure. 

In  the  second  place,  as  in  empyema,  more  em- 
phasis has  been  placed  upon  accurate  localization. 
If  too  casual  consideration  is  given  to  this  factor 
it  will  in  many  cases  lead  to  unfortunate  results. 
Attempts  will  be  made  to  drain  the  abscess  through 
healthy  lung  tissue  and  cases  of  simple  abscess  will 
be  converted  into  putrid  empyema  with  bronchial 
fistula.  These  as  well  as  other  calamities,  which 
will  have  an  adverse  effect  upon  end  results,  will 
inevitably  occur  if  sufficient  attention  is  not  paid 
to  careful  localization  of  the  disease  at  the  time 
of  operation. 

The  approach  to  a large  cavity  can  he  made  with 
ease,  hut  unless  great  care  is  taken  a small  abscess 
with  atypical  x-ray  findings  will  tax  every  means 
at  our  disposal.  X-ray  although  many  times  in- 
adequate in  itself  is  still  our  most  valuable  aid. 
It  may  be  necessary  to  take  films  in  various  posi- 
tions — anteroposterior,  posterior-anterior,  lateral 
and  oblique.  By  the  use  of  these  films  the  abscess 
is  localized  beneath  its  overlying  rib  and  the  rib 


selected  is  reached  at  operation  by  carefully  count- 
ing from  below  upward  posteriorly  and  from  above 
downwards  anteriorly.  The  selection  of  the  seg- 
ment for  removal  is  not  always  easy  and  it  is  not 
uncommon  to  find  oneself  too  far  medial  or  too 
far  lateral.  If  nonadherent  pleura  is  encountered 
at  this  point  an  x-ray  taken  immediately  will  cor- 
rect our  position,  since  the  rib  defect  acts  as  an 
excellent  guide.  In  these  more  difficult  cases  Rabin5 
has  suggested  injecting  lipiodol  mixed  with  lamp 
black  into  the  intercostal  bundle.  This  is  done  while 
visualizing  the  abscess  under  the  fluoroscope. 

X-rays  are  then  taken  and  the  opaque  lipiodol 
tells  us  whether  or  not  the  injection  corresponds 
with  the  position  of  the  abscess  and  the  dye  is  the 
guide  to  be  followed  at  operation.  We  have  em- 
ployed this  method  with  some  success  and  believe 
it  should  come  into  more  general  use. 

The  approach  to  the  pleura  should  he  made  with 
extreme  care.  If  after  incision  through  the  post 
periosteal  bed  and  the  endothoracic  fascia  the  char- 
acteristic porky  indurated  pleura  is  observed,  an 
aspirating  needle  is  used  for  the  first  time.  It  need 
hardly  be  stated  that  needling  of  a lung  abscess 
previous  to  operation  for  the  purpose  of  localiza- 
tion or  diagnosis  should  not  he  done  under  any 
circumstance  and  at  operation  it  is  rarely  necessary 
to  insert  the  needle  more  than  Y to  1 inch  through 
the  pleura  before  obtaining  the  characteristic  foul 
air  or  pus. 

The  abscess  having  been  located  the  treatment 
of  it  at  operation  deserves  some  comment.  In  gen- 
eral it  has  been  our  policy  to  exteriorize  rather  than 
to  be  content  with  drainage  alone.  This  applies 
especially  to  those  cavities  in  which  we  find  rigidity 
of  the  abscess  wall.  In  order  to  accomplish  that  it 
may  lie  necessary  to  remove  sections  of  as  many  as 
three  ribs.  The  external  surface  of  the  cavity  is 
excised  and  thorough  inspection  carried  out.  All 
necrotic  tissue  is  removed  and  communicating  cav- 
ities searched  for.  It  is  usually  wise  to  resect  the 
ribs  well  beyond  the  area  of  the  abscess,  especially 
the  larger  ones,  in  order  to  allow  for  moulding  of 
the  soft  tissues  of  the  chest  wall.  We  have  never 
found  it  necessary  to  resort  to  the  use  of  pedicle 
flaps,  as  recommended  by  Gurd",  for  the  oblitera- 
tion of  the  cavity  space.  Plain  gauze  is  packed 
loosely  into  the  cavity  after  sprinkling  the  surface 
with  sulfathiazole  and  sulfanilimide  crystals.  The 
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wound  is  left  open  except  for  silk  sutures  through 
the  skin  at  its  angles. 

It  has  been  our  policy  routinely  to  remove  a 
section  of  the  cavity  wall  for  pathological  study  in 
order  to  determine  the  degree  of  chronicity  and  to 
observe  the  subsequent  course  in  relation  to  this 
factor. 

The  operation  is  carried  out  under  local  anes- 
thesia and  should  cause  no  discomfort  to  the  patient 
whatsoever,  nor  should  it  produce  any  operative 
reaction.  On  returning  to  the  ward  the  patient’s 
condition  should  be  the  same  as  when  he  left  it 
before  the  operation. 

Bronchiectasis 

The  improvements  in  the  treatment  of  bronchiec- 
tasis have  coincided  with  the  improved  surgical 
technique  in  dealing  with  intra-thoracic  disease. 
This  refers  especially  to  the  improved  methods  of 
performing  lobectomy  and  pneumonectomy.  In 
addition  to  surgical  technique  the  cooperation  with 
the  internist,  bronchoscopist,  roentgenologist  and 
anesthetist  has  also  been  responsible  for  the  im- 
proved results  in  bronchiectasis.  The  anesthetist 
has  perhaps  contributed  more  than  the  others.  All 
our  cases  have  been  carried  out  under  cyclopropane 
using  an  intratracheal  tube  with  an  inflatable  cuff. 
This  anesthesia  in  addition  to  its  other  advantages 
gives  us  a high  oxygen  concentration  which  allows 
for  quiet  breathing,  and  secretions  which  are  usu- 
ally troublesome  in  these  cases  can  be  readily 
aspirated  from  the  bronchial  tree,  thus  keeping  the 
lung  dry  and  preventing  spilling.  After  the  tube  is 
removed  at  the  completion  of  the  operation  a more 
thorough  aspiration  is  carried  out  through  the 
bronchoscope. 

With  regard  to  improvements  in  surgical  tech- 
nique it  may  be  stated  that  the  operations  for  this 
disease  are  approached  with  much  more  confidence 
than  they  were  in  the  past.  Experience  has  taught 
us  that  these  patients  withstand  surgery  well  if  all 
the  rules  are  carefully  followed.  There  is  not  the 
urge  to  race  through  the  operation  in  order  to  get 
the  patient  off  the  table  that  charcterized  these 
operations  in  the  past.  On  the  other  hand  the  time 
element  should  be  kept  in  mind  for  as  has  been 
pointed  out  by  many  writers  the  incidence  of  post- 
operative pulmonary  complications  varies  directly 
with  the  duration  of  operation  after  a certain  point. 
The  freeing  up  of  troublesome  adhesions  is  done 


carefully  by  sharp  dissection  and  all  trauma  and 
bleeding  is  carefully  avoided.  In  lobectomy  it  is 
important  that  the  lung  should  not  be  kept  collapsed 
for  a long  period  and  it  has  been  our  practice  to 
re-expand  the  lung  about  every  twenty  minutes 
during  the  course  of  the  operation  in  order  to  lessen 
the  danger  of  pulmonary  complications. 

The  most  important  contribution  to  the  technique 
during  the  past  few  years  has  been  the  introduction 
of  individual  ligation  for  both  lobectomy  and  pneu- 
monectomy, although,  in  the  latter  case,  it  has  been 
used  over  a longer  period  especially  when  dealing 
with  malignant  disease.  Although  it  is  not  possible 
in  every  case,  the  ligation  of  the  individual  struc- 
tures at  the  hilum  is  a much  more  satisfactory  and 
a more  surgical  procedure  than  the  use  of  a mass 
ligature  and  the  ability  to  deal  with  the  bronchus 
as  a single  structure  and  to  be  able  to  obliterate  it 
with  multiple  sutures  has  cut  down  the  number  of 
bronchial  fistulae,  and  diminished  the  incidence  of 
pleural  infection.  The  usual  course  of  these  cases 
today  is  that  of  a smooth  postoperative  convales- 
cence but  naturally  this  varies  with  the  type  and 
extent  of  the  pathology  and  the  condition  of  the 
patient  in  general. 

Other  advances  are  in  the  wider  range  of  oper- 
ability and  it  has  been  demonstrated  that  a patient 
with  two  good  upper  lobes  may  successfully  have 
the  other  three  removed.  The  tendency  is  also 
away  from  the  two  stage  procedure  and  it  is  un- 
usual to  consider  it  in  the  average  case,  although 
occasionally  the  problem  of  expansion  of  the  upper 
lobe  may  still  be  a troublesome  factor. 

X-ray  treatment  for  bronchiectasis  in  our  experi- 
ence has  been  of  little  or  no  value.  It  certainly 
should  be  used  only  in  those  cases  where  surgery 
for  any  reason  is  contraindicated.  Bronchoscopic 
lavage  may  give  temporary  relief  of  symptoms  but 
it  is  doubtful  if  it  has  ever  resulted  in  cure. 
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HYPERTENSION 
Experimental  Aspects 
Morgan  Cutts,  M.D. 

Modern  experimental  work  on  hypertension  was 
given  a fresh  start  hy  Goldblatt’s  method  of  pro- 
ducing hypertension  in  animals.  He  showed  in 
1934  that  by  partially  clamping  the  renal  arteries 
in  the  dog,  a type  of  hypertension  could  be  pro- 
duced resembling  essential  hypertension ; that  is, 
with  no  elevation  of  nitrogenous  products  in  the 
blood,  or  any  gross  derangement  of  the  kidneys’ 
excretory  function.  It  had  previously  been  assumed 
that  “renal”  hypertension  was  due  solely  to  the 
piling  up  of  waste  products  in  the  blood  which  the 
kidneys  were  unable  to  excrete.  Another  explana- 
tion of  Goldblatt’s  results  might  be  thought  to  be  a 
reflex  vasoconstriction,  initiated  hy  the  ischemic 
kidney  and  brought  about  by  nervous  control  of  the 
arterioles  elsewhere  throughout  the  body — as  if  in 
an  effort  to  overcome  the  lack  of  blood  supply  to 
the  affected  kidney.  This  hypothesis  has  been 
definitely  proven  untrue.  Complete  denervation  of 
the  kidney,  the  adrenals,  and  paravertebral  sym- 
pathectomy, that  is,  severing  all  the  nervous  path- 
ways which  could  be  concerned  in  such  a reflex, 
have  been  shown  to  be  ineffective  in  reducing  the 
hypertension  after  it  has  been  produced  or  in 
altering  its  subsequent  production.  Even  when  a 
kidney  is  transplanted  into  the  neck  or  the  groin, 
free  from  all  its  original  nervous  connections,  and 
with  a new  blood  supply,  hypertension  can  be  pro- 
duced by  partial  interruption  of  this  blood  supply 
by  a Goldblatt  clamp.  The  third  possibility  of  a 
humoral  mechanism  being  the  one  involved  remains 
as  the  most  likely.  According  to  this  theory  a sub- 
stance is  elaborated  in  the  ischemic  kidney  which 
is  absorbed  in  the  blood  stream  and  produces  the 
vasoconstriction  responsible  for  the  hypertension. 
As  long  ago  as  1898  German  investigators  described 
a pressor  substance  in  extract  of  kidneys  which  they 
called  Renin,  which  produced  a rise  in  blood  pres- 
sure when  injected  into  animals.  More  recently  it 
has  developed  that  extract  of  damaged  or  ischemic 
kidneys  is  more  effective  in  this  respect  than  that 
of  normal  ones.  Also,  it  can  he  demonstrated  that 
if  blood  perfusing  an  ischemic  kidney  enters  the 
circulation  of  a normal  dog  it  produces  a rise  in 
blood  pressure.  Goldblatt  has  recently  shown  that 
after  applying  his  clamps  to  the  renal  arteries, 


hypertension  results  only  if  the  venous  channels 
from  the  kidney  are  left  open. 

Thus,  it  can  he  said  with  reasonable  certainty 
that  this  type  of  hypertension  results  from  the 
elaboration  of  a pressor  substance  in  the  ischemic 
kidney.  But  other  ways  of  producing  permanent 
hypertension  in  experimental  animals  have  been 
reported.  Chief  among  these  is  one  developed 
abroad  and  recently  revived  and  reported  on  by 
Grunison.  It  involves  the  section  of  certain  nerves 
in  dogs  ; the  nerves  from  the  carotid  sinuses  on  both 
sides  and  the  cardio-aortic  depressor  nerves  which 
run  with  the  vagi.  One  function  of  these  nerves  is 
to  lower  vasomoter  tone  in  antagonism  to  the  vaso- 
constrictor activity  of  the  sympathetic  system. 
Hypertension  produced  by  section  of  these  nerves 
can  he  partially  cured  by  extensive  sympathectomy. 
It  therefore  seems  that  a “neurogenic”  as  well  as 
a “renal”  type  of  experimental  hypertension  must 
be  admitted,  though  its  validity  is  more  often  ques- 
tioned than  that  produced  by  the  Goldblatt  method. 

A further  development  of  the  “renal”  type  of 
hypertension  has  resulted  in  the  work  of  Page, 
and  of  Grollman  and  Harrison,  on  possible  anti- 
pressor  substances.  Renin  has  already  been  men- 
tioned as  the  substance  present  in  kidney  extracts 
and  especially  in  ischemic  kidneys  which  produces 
vasoconstriction  and  a rise  in  blood  pressure. 
Whether  renin  is  directly  responsible,  or  whether 
it  is  renin  plus  renin-activator  resulting  in  “angio- 
tonin”  as  Page  believes,  is  immaterial  to  the  present 
discussion.  In  any  case  there  is  increasing  evidence 
that  this  pressor  substance  is  normally  antagonized 
by  an  anti-pressor  substance  also  elaborated  by  the 
kidney.  Let  us  review  this  evidence  briefly.  Eirst, 
Renin  produces  a greater  blood  pressure  rise  in 
nephrectomized  than  in  normal  animals.  By  itself, 
of  course,  nephrectomy  does  not  produce  hyperten- 
sion. Similarly,  if  one  kidney  is  made  ischemic 
and  a hypertension  results,  removal  of  the  normal 
kidney  makes  the  hypertension  worse.  Blood  com- 
ing from  an  ischemic  kidney  has  been  shown  to 
have  blood  pressure  raising  properties.  Such  blood 
entering  the  circulation  of  a nephrectomized  dog 
produces  a greater  rise  in  blood  pressure  than  in 
the  case  of  a normal  dog.  All  these  facts  indicate 
that  the  presence  of  normal  kidney  substance  acts 
as  a counter  balance  to  the  type  of  hypertension 
we  are  discussing.  Page  concludes  that  such  normal 
kidney  substance  elaborates  an  anti-pressor  sub- 
stance. He  also  believes  he  can  demonstrate  this 
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anti-pressor  substance  in  normal  blood  by  various 
kinds  of  experiments  such  as  the  fact  that  large 
transfusions  of  normal  blood  lower  the  blood  pres- 
sure of  hypertensive  dogs.  Page  has  worked  solely 
with  an  extract  of  kidneys  designed  for  parenteral 
use.  These  extracts  were  tried  on  both  dogs  and 
humans.  In  hypertensive  dogs,  wdrere  the  extract 
was  given  in  moderate  daily  doses,  the  fall  in  blood 
pressure  was  gradual,  reaching  normal  in  five  to 
eight  days.  If  the  treatment  was  discontinued  the 
pressure  returned  to  normal.  Unless  shock  was 
induced  by  the  use  of  massive  doses  no,  general 
reactions  and  few  local  reactions  occurred,  (in 
dogs).  In  dogs  with  a “malignant  syndrome”  the 
B.U.N.  fell,  and  eye  ground  changes  (hemor- 
rhages) regressed. 

In  patients  (19  in  all)  there  was  a reduction  of 
blood  pressure  to  near  normal  in  17  following 
treatment  with  the  extract.  Vision  improved  with 
regression  of  retinal  changes  in  the  “malignant 
hypertension”  cases. 

Though  reactions  occur,  probably  due  to  impuri- 
ties, these  are  not  directly  related  to  the  fall  in 
blood  pressure  Page  believes.  The  nature  of  the 
active  substances  in  the  extract  has  not  been  ex- 
actly determined,  but  it  seems  unlikely  that  it  is 
merely  a toxic  by-product  acting  directly,  for  it 
produces  no  effect  in  normal  animals,  and  it  does 
not  resemble  any  of  the  common  groups  of  drugs 
known  to  lower  blood  pressure.  The  treatment  is, 
of  course,  still  in  the  experimental  stage.  Grollman 
& Harrison,  working  with  an  oral  kidney  extract, 
apparently  similar  to  that  of  Page,  also  produced 
a fall  in  blood  pressure  in  hypertensive  dogs  and 
in  a limited  number  of  patients  with  hypertension. 

Application  of  the  neurogenic  theory  of  hyper- 
tension has  been  carried  forward  by  two  or  three 
groups  of  investigators,  notably  those  working  with 
Adson  and  others  at  the  Mayo  Clinic.  These  work- 
ers apparently  base  their  treatment  on  an  effort 
to  create  a large  splanchnic  reservoir  to  absorb 
large  blood  volumes  and  prevent  rises  in  pressure. 
Of  the  surgeons,  Peet  comes  nearest  to  combining 
the  renal  and  neurogenic  theories  of  hypertension. 
His  operation,  bilateral  section  of  the  three 
splanchnic  nerves  and  removal  of  the  sympathetic 
chain  of  ganglia  from  the  tenth  down  to  the  dia- 
phragm, is  based  by  him  on  the  assumption  that  the 
cause  of  essential  hypertension  is  abnormal  nervous 
constriction  of  the  blood  vessels  of  the  kidney,  and 
he  operates  to  remove  the  “nervous  clamp”  on  the 


renal  arteries.  At  the  same  time  he  diminishes  the 
peripheral  blood  volume  by  splanchnic  dilation  and 
also  diminishes  adrenal  function  by  the  denervation. 

In  reviewing  these  conflicting  reports  one  fact 
seems  clear,  that  there  is  increasing  emphasis  on 
the  role  of  the  kidney  in  the  production  of  hyper- 
tension. Hypertension  cannot  be  produced  by 
clamps  on  any  arteries  but  the  renal.  The  fact  that 
a definite  pressor  substance  and  possibly  an  anti- 
pressor  substance  in  the  kidney  has  been  demon- 
strated and  that  all  successful  surgical  procedures 
involve  a changed  nerve  and  perhaps  a changed 
blood  supply  to  the  kidney  are  also  supporting 
evidence.  However,  there  are  many  discrepancies 
in  all  these  theories.  Although  the  Goldblatt  clamp 
is  an  effective  means  of  producing  hypertension  in 
the  dog  certainly  no  such  anotomical  obstruction 
is  present  with  any  regularity  in  human  cases. 
Blackman  and  others  have  found  at  autopsy  that 
a large  percent  of  cases  of  essential  hypertension 
show  narrowing  of  the  main  renal  arteries,  but 
this  might  have  been  the  result  and  not  the  cause 
of  long  standing  hypertension.  Against  the  theory 
of  the  “nervous  clamp”  on  the  renal  arteries  is  the 
failure  of  denervation  of  the  kidney  by  itself  to 
affect  the  hypertension  of  human  subjects.  It  may 
be  that  a variety  of  causes,  sometimes  more  than 
one  in  the  same  individual,  are  operative.  The  main 
line  of  attack  for  future  work  seems  to  be  centering 
more  and  more  on  the  kidney ; on  the  exact  nature, 
mode  of  production  and  action  of  the  pressor  sub- 
stance and  of  the  still  debated  anti-pressor  sub- 
stance, and  also  on  the  mechanism  by  which  the 
various  operations  bring  about  a lowering  of  blood 
pressure. 

155  Thayer  St. 


HYPERTENSION 
Surgical  Treatment 
Robert  R.  Baldridge,  M.D. 

The  subject  under  discussion  tonight  is  of  more 
than  academic  interest.  I sometimes  think  that 
hypertension  is  so  common  that  physicians  are  apt 
to  ignore  its  seriousness.  According  to  statistics 
of  the  Metropolitan  Life  Insurance  Company,  15% 
o.f  all  adults  have  high  blood  pressure,  and  23%  of 
all  adults  who  reach  the  age  of  50  years  will  die 
with  hypertension  or  one  of  its  sequelae. 

In  order  to  keep  the  record  straight,  I want  to 
emphasize  the  fact,  mentioned  by  Dr.  Cutts,  that 
Goldbladt  was  able  to  produce  experimental  hyper- 
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tension  in  dogs  only  if  lie  applied  his  clamps  to  both 
renal  arteries.  The  application  of  a clamp  to  one 
renal  artery  did  not  produce  permanent  hyperten- 
sion unless  the  opposite  kidney  had  been  removed. 
From  this  the  deduction  has  been  drawn  that  the 
opposite  normal  kidney  produces  an  anti-pressor 
substance.  This  theory  has  not  been  definitely 
proven.  (Might  it  not  be  that  a toxic  substance 
elaborated  by  the  ischaemic  kidney  on  one  side  is 
simply  excreted  by  the  normal  kidney  on  the  oppo- 
side  side?) 

Dr.  Goldbladt’s  experiments  have  been  of  tre- 
mendous importance,  not  only  in  elaborating  a pos- 
sible mechanism  in  the  formation  of  one  type  of 
high  blood  pressure,  but  also  in  stimulating  a 
general  interest  in  this  subject.  I think,  however, 
that  his  experiments,  emphasizing  as  they  do  the 
effect  of  pressure  on  the  large  renal  artery,  may 
have  perhaps  carried  our  minds  away  from  the 
smaller  but  perhaps  equally  important  arterioles  of 
the  kidney  parenchyma.  Pressor  substances  might 
be  elaborated  following  partial  obstruction  of 
microscopically  small  arteries  or  arterioles,  just  as 
by  the  compression  of  the  larger  renal  arteries.  As 
has  been  mentioned  by  Dr.  Cutts,  Page  has  pro- 
duced experimental  hypertension  by  cellophane 
peri-nephritis. 

While  extensive  denervation  does  not  relieve  or 
prevent  the  hypertension  produced  with  the  Gold- 
bladt  clamps,  it  is  important  to  remember  that 
removal  of  these  clamps  does  cause  a reduction  of 
the  high  blood  pressure  to  normal  levels,  except  in 
cases  where  they  have  been  in  place  for  such  a long 
time  that  irreparable  damage  has  been  done.  It 
does  not  appear  to  me  to  be  reasonable  to  expect 
any  nerve  operation  to  eliminate  the  deleterious 
effects  of  a mechanical  obstruction  while  that  ob- 
struction is  still  in  effect.  Only  the  removal  of 
such  a clamp,  whether  it  be  mechanical  on  a large 
artery,  or  possibly  neurogenic  on  many  smaller 
arteries,  could  be  reasonably  expected  to  alleviate 
renal  ischaemia  and  its  consequences. 

The  surgical  approach  to  hypertension  is  based 
upon  the  known  fact  that  hypertension  is  accom- 
panied by  an  increased  peripheral  vascular  resist- 
ance. In  Raynaud’s  Disease  the  associated  vascular 
spasm  can  be  relieved  by  an  appropriate  neurec- 
tomy. Spinal  anaesthesia  can  and  often  does  reduce 
the  blood  pressure  in  hypertensive  as  well  as  in 
normal  subjects.  It,  therefore,  seemed  reasonable 
to  attempt  to  produce  a permanent  fall  in  the  blood 
pressure  of  hypertensives  by  interference  with  the 
nerve  control  of  their  blood  vessels.  This  operative 


manoeuvre  has  been  attempted  by  various  coura- 
geous men.  Adson,  of  the  Mayo  Clinic,  originally 
did  an  extensive  rhizotomy,  removing  the  anterior 
nerve  roots  from  the  sixth  thoracic  to  the  second 
lumbar  vertebrae.  While  the  operation  appeared 
to  be  moderately  successful,  it  was  too  extensive 
for  general  application,  and  the  same  author  sub- 
sequently developed  the  sub-diaphragmatic  resec- 
tion of  the  splanchnic  nerves  and  the  first  and 
second  lumbar  ganglia.  He  reports  reasonably  good 
results  in  properly  selected  cases. 

Dr.  Peet  accomplishes  a denervation  of  the 
splanchnic  area  by  operating  above  the  diaphragm. 
This  operation  includes  the  removal  of  the  greater, 
lesser,  and  least  splanchnic  nerves  and  the  thoracic 
ganglia  from  the  tenth  to  the  twelfth.  Both  of  these 
surgeons  have  as  the  object  of  their  operations  an 
extensive  denervation  of  the  blood  vessels  below 
the  diaphragm.  However,  since  the  upper  lumbar 
ganglia  are  not  removed  through  the  supra-dia- 
phragmatic  approach,  and  since  the  adequate  and 
complete  removal  of  all  contributing  nerve  fibers 
from  above  the  diaphragm  is  difficult  if  not  impos- 
sible in  the  infra-diaphragmatic  approach,  it  is 
probable  that  neither  of  these  two  operations  com- 
pletely denervate  the  splanchnic  bed. 

To  Dr.  Smithwick  goes  the  credit  for  combining 
these  two  operations.  He  uses  a sub-diaphrag- 
matic approach,  follows  the  lumbar  chain  upward 
through  the  diaphragm  into  the  chest  and  removes 
all  afferent  sympathetic  nerve  fibers  to  the  semi- 
lunar ganglia.  His  operation,  if  successful,  causes 
such  an  extensive  relaxation  of  the  blood  vessels 
in  the  splanchnic  area  that  postural  hypotension  is 
a prominent  feature  of  the  immediate  postoperative 
convalescence  in  his  patients. 

Extensive  sympathetic  splanchnic  denervation  is 
associated  with  a dilatation  of  all  vascular  channels 
below  the  diaphragm  which  are  capable  of  relaxa- 
tion. Judging  from  the  immediate  cessation  of 
sweating  and  the  dilatation  of  the  peripheral  ves- 
sels, one  may  readily  see  how  the  blood  supply  to 
the  kidneys  and  the  adrenal  glands  may  also  be 
improved.  In  addition  to  this  possible  effect  of  the 
operation,  it  should  be  remembered  that  the  adrenal 
glands  are  also  incidentally  deprived  of  their  nerve 
supply  and  are  no  longer  directly  connected  with 
the  sympathetic  nervous  system.  Since  it  is  known 
that  the  suprarenal  glands  are  essential  to  the  Gold- 
bladt  type  of  experimental  hypertension,  the  fact 
that  they  are  denervated  in  this  type  of  operation 
may  be  of  some  significance. 

Concerning  the  indications  for  surgery  in  hyper- 
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tension,  I can  only  say  that  I personally  believe 
that  individuals  with  grades  three  or  four  hyper- 
tension, particularly  those  below  50  years  of  age, 
should  not  be  deprived  of  this  form  of  treatment, 
especially  if  adequate  medical  therapy  has  proven 
ineffectual.  Various  pre-operative  studies,  such  as 
the  “cold-pressor  test”,  and  the  sodium  amytal  test, 
etc.  have  not,  in  my  experience,  proven  reliable  in 
prognosticating  surgical  results. 

Contra-indications  to  surgery  include  a failing 
myocardium  or  renal  suppression.  Previous  cere- 
bral accidents  and  extensive  eye-ground  changes 
do  not  contra-indicate  surgical  therapy. 

I would  like  to  urge  that  malignant  hypertensive 
cases  be  accurately  diagnosed  and  vigorously  treat- 
ed by  medical  means,  but  that  these  patients  be 
given  an  opportunity  for  surgical  procedures  before 
irreparable  damage  has  occurred  in  the  brain,  the 
myocardium,  or  the  kidneys.  Certainly  it  is  true 
that  the  medical  man  cannot  reasonably  expect  a 
high  percentage  of  cures  if  he  is  not  willing  to 
recommend  surgery  before  irreparable  organic 
changes  have  taken  place. 

Results  of  surgery^  depend  on  the  stage  and 
malignancy  of  the  disease;  also,  very  definitely, 
upon  the  thoroughness  with  which  all  afferent 
nerves  to  the  great  sub-diaphragmatic  sympathic 
ganglia  are  removed.  Satisfactory  falls  in  blood 
pressure  which  persist  for  months  and  years  should 
be  expected  in  over  50%  of  cases.  Relief  of  bead- 
ache,  chest  pain,  eye-ground  exudates,  etc.  occurs 
in  many  patients  who  do  not  show  persistent  falls 
of  blood  pressure.  This  fact  is  of  great  importance 
to  the  patient,  and  should  be  to  his  physician. 

The  mortality  rate  is  below  5%.  The  operation, 
in  properly  selected  cases,  is  suqwisingly  safe  and 
innocuous.  While  it  may  not  always  relieve  the 
hypertension  or  the  symptoms,  it  never,  in  my  ex- 
perience, has  done  the  patient  any  harm. 

In  conclusion,  may  I present  three  cases  operated 
by  me,  and  showing  fairly  satisfactory  falls  in  blood 
pressure  and  relief  of  symptoms.  These  patients 
are  present  tonight,  and  you  may  feel  free  to  ex- 
amine or  question  them. 

May  I emphasize  the  fact  that  not  all  operative 
results  are  as  satisfactory  as  those  here  presented. 
One  reason  is  that  as  yet  we  have  no  satisfactory 
method  for  selection  of  cases ; another  is  that  I 
have  operated  only  upon  the  more  malignant  and 
hopeless  types  of  cases ; and  finally,  I believe  that 
the  Smithwick  operation,  which  I now  employ,  is 
more  effective  than  that  of  Adson,  which  I used 
in  my  earlier  operations. 

454  Angell  St. 
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CASE  I 

Mr.  G — 54  years.  Operations  in  August  and 
November  1941. 

Present  blood  pressure  135/95 
Response  to  cold  pressor  test  recorded  at  bottom — 
much  reduced.  Converging  lines  toward  end  of 
chart  represent  pressures  in  recumbent  and  up- 
right positions. 


'di- 


Mrs.  H — 35  years.  Operations  in  December  1941 
and  January  1942. 

Present  blood  pressure  135-160  systolic, 

70-95  diastolic. 


/Mr  M--55 


CASE  III 

Mr.  M.  - — ’55  years.  Operations  in  May  and  June 
1939 

Cerebral  accident  1936 
1 perforation  peptic  ulcer  (operated)  1938 
1 perforation  peptic  ulcer  (operated)  1939 
1 threatened  perforation  1939 

Intense  headache  completely  relieved  by  operation. 
Present  blood  pressure  135-155  systolic, 

90-100  diastolic, 
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HYPERTENSION 
Medical  Aspects 
Clifton  B.  Leech,  M.D. 

One  reason  for  the  interest  of  surgeons  in  hyper- 
tension is  the  failure  of  medical  treatment  to  control 
the  disease  adequately.  This  failure  is  admitted  by 
all  and  the  contribution  which  surgical  research  is 
making  in  the  effort  to  master  this  disorder  is  wel- 
comed. If  it  becomes  well  established  that  the 
treatment  of  choice  is  surgical  the  enthusiastic  co- 
operation of  the  medical  man  is  assured.  Medicine 
is  searching  for  the  truth  that  it  may  put  it  to  use. 

Several  authors,  like  Scupham1,  state  that  “rest, 
sedatives,  toxic  depressants  et  cetera  have  failed  to 
cure  or  arrest  the  progress  of”  hypertension.  With 
this  I do  not  agree  but  there  is  no  proof  one  way 
or  another.  Proof  might  consist  of  a large  series 
of  medically  supervised  and  treated  patients  over 
a period,  let  us  say,  of  30  years,  compared  to  a 
similar  group  of  untreated  hypertensive  patients. 
Can  any  experienced  physician  doubt  what  would 
be  the  result  of  such  a comparison?  Every  doctor 
must  have  had  under  his  care  hypertensive  patients 
who  responded  very  well  to  medical  management, 
in  some  of  whom  the  pressure  levels  became  nor- 
mal ; and  others  who,  though  hypertensive,  lived 
usefully  and  comfortably  to  advanced  ages.  On 
what  basis  can  it  be  said  that  medical  therapy  did 
not  influence  favorably  the  course  of  the  disease? 
That  sometimes  there  is  a rapidly  progressive  un- 
favorable course,  and  that  occasionally  there  are 
distressing  and  uncontrollable  symptoms  are  regret- 
table truths. 

The  Nature  of  Clinical  Hypertension 

Why  are  there  such  variations  in  the  disease  and 
in  the  response  to  therapy?  This  question  can  lie 
briefly  answered  best  perhaps  by  listing  some  of 
the  current  ideas  about  the  nature  of  clinical  hyper- 
tension. It  is  generally  agreed  that  hypertension 
ordinarily  develops  and  progresses  through  three 
stages ; 

1)  the  pre-hypertensive  stage  during  which 
there  is  elevation  of  blood  pressure  as  a tran- 
sitory phenomenon  during  periods  of  stress 
or  as  the  result  of  some  pressor  agent ; 

2)  a stage  during  which  the  pressure  is  ele- 
vated under  most  of  the  circumstances  of  life 
but  diminishes  under  the  influence  of  relaxa- 
tion and  sleep  and  the  administration  of  drugs ; 


3)  a stage  with  relatively  fixed  pressure  levels 
which  may  be  lowered  somewhat  as  the  result 
of  therapy  and  management  but  in  which  or- 
ganic arterial  changes  have  occurred. 

Malignant  hypertension  is  held2  to  be  a phase 
which  occurs  after  a prolonged  period  of  high 
diastolic  pressure  which  is  thought  to  produce  acute 
damage  to  arterioles  and  elevation  of  cranial  pres- 
sure with  concomitant  symptoms  of  headache,  et 
cetera  and  papillidema. 

Other  authors3  think  that  malignant  hyperten- 
sion is  a syndrome  which  may  occur 

(a)  with  no  evidence  of  previously  existing 

hypertension 

(b)  as  the  end  stage  of  essential  hypertension 

with  or  without  uremia 

(c)  as  the  end  stage  of  a miscellaneous  group 

of  conditions 

"Since  malignant  hypertension  is  a syndrome  and 
not  a specific  type  the  renal  pathological  findings 
will  show  a wide  variation  from  patient  to  patient. 
The  prognosis  is  almost  always  poor  but  remissions 
do  occur  and  may  last  as  long  as  eight  years." 

A survey  of  the  international  literature  and  the 
results  of  original  work  led  Raab4  to  the  conclusions 
that  essential  hypertension  can  be  caused  by  three 
pathogenic  factors:  7)  vaso-constriction  due  to 
hormonal  effects  upon  peripheral  vascular  tonus, 
caused  by  hyperactivity  of  the  adrenal  cortex  and 
the  suprarenal  glands;  2)  vaso-constriction  due  to 
increased  central  vasomotor  tonus  and  irritability, 
caused  by  arteriosclerotic  ischemia  of  the  cerebral 
medullary  vasomotor  centers;  3)  vaso-constriction 
due  to  the  formation  of  vaso-pressor  substances  in 
the  kidneys  caused  by  arteriosclerotic  ischemia  of 
the  kidney  tissue.  There  is  a very  close  causal  re- 
lationship between  these  three  factors. 

Among  various  classifications  of  clinical  hyper- 
tension, the  best  in  my  opinion  is  that  of  Soma 
Weiss5  which  in  itself  is  sufficient  to  explain  the 
variations  in  the  course  of  and  responses  to  treat- 
ment of  the  disease.  This  classification  is  as  follows : 

I.  Hypertension  of  organic  vascular  origin,  with 
renal  ischemia. 

1.  Congenital  malformations. 

a.  Coarctation  of  the  aorta. 

b.  Hypoplastic  renal  artery. 

c.  Polycystic  kidneys. 

2.  Inflammatory  vascular  diseases. 

a.  Glomerulonephritis. 

b.  Pyelonephritis. 

c.  Periarteritis  nodosa. 

d.  “Rheumatic”  arteritis. 

e.  Disseminated  lupus  erythematosus. 
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3.  Degenerative  vascular  diseases. 

a.  Arteriosclerotic  occlusive  lesions  of  the 
renal  artery  (essential  hypertension). 

b.  Renal  arteriolosclerosis. 

II.  Hypertension  of  organic  vascular  origin, 
without  renal  ischemia  (diffuse  arterial  and 
arteriolar  sclerosis). 

III.  Hypertension  of  nonorganic  vascular  origin. 

1.  Endocrine  disorders. 

a.  Pituitary  dysfunction  and  neoplasms 
(Cushing  syndrome). 

b.  Adrenal  dysfunction  and  neoplasms 
(cortical  and  medullary). 

c.  Certain  types  of  toxemia  of  pregnancy. 

2.  Nervous  disorders. 

a.  Cerebral  trauma. 

b.  Cerebral  neoplasms. 

c.  Poliomyelitis. 

d.  Rare  vascular  diseases  of  the  brain. 
“This  classification  does  not  include  the  secondary 
factors  that  accentuate  hypertension  — that  is, 
emotions,  complete  heart  block,  aortic  insufficiency 
and  so  forth.  Carotid-sinus  reflexes,  bichloride  of 
mercury,  lead,  tobacco,  alcohol,  syphilis,  hydro- 
nephrosis, prostatic  obstruction,  spinal  bladder  and 
infarcts  of  the  kidney  are  not  considered  primary 
causative  factors  of  hypertension.” 

From  these  and  other  sources  which  time  does 
not  permit  us  to  present  it  is  possible  to  arrive  at  a 
concept  of  hypertension  which  can  be  presented  in 
a simple  diagram. 

I 

ARTERIAL 

I 

SCLEROSIS 
/ INCREASE  0 'X 

NEUROGENIC  / PERIPHERAL  \ RENAL 

ENDOCRINE  l ARTERIAL  I HUMORAL 

\RESISTANCE / 

ARTERIOLAR 

1 

SCLEROSIS 


Herein  are  represented  the  four  major  primary 
etiologic  factors  which  cause  increased  peripheral 
arterial  resistance,  at  first  by  spasm  alone,  later  by 
the  production,  at  greatly  varying  rates  of  speed 
and  to  greatly  varying  degrees,  of  arterial  and 
arteriolar  sclerosis  with  more  or  less  fixation  of 
the  hypertension. 


There  is  no  uniformly  effective  single  treatment 
for  hypertension.  Medical  therapy  aims  at  prevent- 
ing and  decreasing  the  increased  peripheral  arterial 
resistance  and  is  therefore  directed  not  only  at  the 
primary  agencies  but  also  at  the  modification  of 
vaso-motor  sensitivity  and  the  control  of  emotional 
factors.  The  ways  and  means  of  doing  this,  of 
getting  the  patient  to  relax  and  to  avoid  harmful 
stimuli,  the  use  of  sedatives  and  vaso-dilators, 
often  with  great  benefit,  are  too  well  known  to 
warrant  discussion  at  this  time. 

TJiiocyanate  Therapy 

A form  of  treatment  about  which  the  following 
was  written  as  late  as  September  1941°  deserves 
consideration ; “another  procedure  which  is  more 
conservative  than  surgical  treatment  and  which  if 
properly  employed  will  give  as  good  if  not  greater 
and  more  persistent  effects  than  surgery  is  thio- 
cyanate therapy.” 

The  pharmacology  of  the  cyanates  is  very  little 
understood7.  Claude  Bernhardt  reported  the  first 
observations  in  1857  and  regarded  them  as  a muscle 
poison  which  abolished  muscular  activity.  The  first 
observation  that  the  oral  administration  of  thio- 
cyanate decreased  arterial  pressure  in  hypertension 
was  made  by  Pauli  in  18038.  The  drug  probably 
accumulates  in  the  adrenal  gland.  Results  of  ex- 
periments on  normal  dogs,  ischemic  hypertensive 
dogs  and  normal  dogs  with  elevated  blood  cyanate 
levels  indicated  that  the  effects  on  the  blood  pres- 
sure are  a result  of  a general  vasodilatation”.  This 
effect  can  be  increased  by  removal  of  the  thoracic 
sympathetic  trunks  and  splanchnic  nerves  supra- 
diaphragmatically.  It  has  been  observed  that  in 
many  patients  who  responded  poorly  to  cyanate 
therapy  there  is  a good  response  after  bilateral 
splanclmicotomy. 

Very  recently  a number  of  excellent  reports  of 
thiocyanate  therapy  in  hypertension  have  appeared. 
One  of  these  was  by  Massie"  of  St.  Louis  who 
eliminated  the  psychotherapeutic  effects  of  therapy 
by  a carefully  controlled  method  of  study.  Over 
one-half  of  the  patients  so  treated  had  marked 
reduction  of  systolic  and  diastolic  pressure  levels 
and  symptomatic  relief,  particularly  that  of  hyper- 
tensive headache. 

Barker,  Lindberg  and  Wald  of  Chicago10  re- 
ported in  the  Journal  of  the  American  Medical 
Association  for  November  8,  1941  the  data  on  246 
patients  who  have  been  on  continuous  closely  con- 
trolled thiocyanate  therapy  for  intervals  ranging 
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from  2 to  10  years  and  state  that  blood  pressure 
can  be  reduced  and  symptoms  alleviated  in  more 
than  50%  of  patients  with  hypertension  provided 
that  the  criteria  for  adequate  cyanate  control  are 
observed.  The  criteria  of  cyanate  response  used 
by  them  are ; 1 ) general  clinical  improvement ; 
2)  a substantial  reduction  in  blood  pressure,  30  mm. 
to  60  mm.  systolic  and  20  mm.  to  30  mm.  diastolic, 
associated  with  3)  a blood  cyanate  concentration 
of  from  8 to  12  mg.  per  100  cc. 

They  have  employed  thiocyanate  in  the  treatment 
of  hypertension  under  the  following  circumstances  ; 

1 ) when  the  other  clinical  measures  have  failed, 

2)  when  excessive  sedation  is  necessary  to  control 
symptoms  and  3)  after  surgical  treatment  which 
has  been  unsuccessful. 

In  general  they  begin  treatment  by  giving  .3  gm. 
of  potassium  thiocyanate  daily  in  either  liquid  or 
tablet  form.  Blood  cyanate  determinations,  by  a 
modification  of  Schreiber’s  technique,  described 
by  Barker  in  1936,  are  taken  at  weekly  intervals 
for  from  4 to  6 weeks.  Tbe  dosage  is  decreased  if 
the  blood  pressure  drops  sharply  during  the  first 
2 weeks  of  treatment  or  if  symptoms  of  fatigue 
and  depression  interfere  with  the  patient’s  sense 
of  welLbeing.  The  dosage  may  be  doubled  during 
tbe  second  or  third  week  if  the  blood  concentration 
has  not  reached  the  level  of  6 mg.  per  100  cc.,  if 
there  has  been  no  blood  pressure  change  and  if 
there  are  no  toxic  symptoms.  The  dosage  may  be 
constantly  varied  depending  upon  tbe  symptoms, 
the  pressure  levels  and  the  blood  level  concentra- 
tion. The  drug  appears  to  be  most  effective  in  a 
concentration  in  the  blood  of  12  mgs.  per  100  cc. 
Improvement  is  expected  in  a few  weeks  but  per- 
sistent therapy  for  about  three  months  may  be 
required  though  an  occasional  patient  will  show 
no  response  after  several  months  of  continuous 
therapy.  As  a rule  symptoms  of  fatigue,  somno- 
lence and  mental  retardation  are  often  met  during 
the  first  few  weeks  but  are  not  necessarily  indica- 
tions for  discontinuing  therapy ; these  symptoms 
usually  disappear  entirely  after  4 to  6 weeks  of 
continued  treatment.  Caution  must  be  exercised 
in  patients  with  poor  renal  function  and  in  those 
with  advanced  arteriosclerosis  on  account  of  the 
theoretical  danger  of  a rapid  fall  in  blood  pressure 
resulting  in  vascular  occlusion.  The  best  clinical 
results  have  been  obtained  in  patients  with  hyper- 
tension whose  erythrocyte  count  is  normal  or  high, 


whose  sedimentation  rate  is  slow  and  whose  blood 
pressure  may  be  shown  to  be  labile.  Little  or  no 
benefit  has  been  obtained  in  severe  hypertension 
with  fixed  blood  pressure  levels. 

Other  authors  have  mentioned  minor  toxic  symp- 
toms which  consist  principally  of  weakness,  aches 
in  the  legs,  epigastric  distress,  nausea,  nervousness, 
mild  dermatitis  and  decreased  libido. 

My  personal  experience  with  potassium  sulpho- 
cyanate  has  included  several  score  of  patients  dur- 
ing the  past  5 years ; these  have  not  been  statisti- 
cally analyzed  or  compared  with  a control  group 
nor  have  I made  use  of  the  blood  cyanate  level 
determinations,  due  to  lack  of  facilities  for  this 
procedure,  and  therefore  I have  not  given  the 
drug  in  as  large  dosage  as  have  the  authors  quoted 
given  to  some  of  their  patients.  Generally  speaking 
I have  found  .3  to  .6  of  a gm.  daily  in  divided  doses 
to  be  notably  effective  in  about  one-half  of  the 
patients  treated.  I have  never  seen  any  serious 
toxic  effects  but  have  been  obliged  to  withdraw  the 
drug  on  account  of  nausea,  nervousness  and  weak- 
ness. 

Surgical  Therapy 

Since  the  object  of  all  treatment  of  hypertension 
is  the  same  it  becomes  important  to  decide  which 
patients  shall  be  treated  medically  and  which  by 
surgery.  Perhaps  we  may  be  influenced  in  our 
decision  by  what  the  surgeons  themselves  say. 
Rytand  and  Holman11  of  San  Francisco,  state  in 
the  Archives  of  Internal  Medicine  for  January 
1941,  in  connection  with  the  observation  of  20 
patients  who  underwent  section  of  the  splanchnic 
nerves  and  removal  of  3 pair  of  thoracic  ganglions ; 
“in  general  the  results  were  poor.  In  only  one 
patient  was  there  a brilliant  result  although  in  5 
others  there  was  some  degree  of  success  in  reduced 
blood  pressure.  Six  more  patients  felt  better  but 
their  arterial  pressures  were  not  lowered.  In  9 
patients  there  was  no  change.  Eleven  died  within 
a year  and  a half,  transient  relief  of  symptoms 
appearing  in  5 of  these.’’ 

Bartels,  Poppen  and  Richards12  of  Boston  re- 
ported in  the  Lahey  Clinic  Bulletin  for  January 
1942  their  experience  with  54  patients  with  hyper- 
tension wdio  have  been  treated  by  surgery  of  the 
sympathetic  nervous  system  which  they  state  may 
have  an  ameliorating  effect  upon  the  blood  pressure 
of  patients  with  essential  hypertension.  Their  best 
results  were  obtained  in  patients  with  moderate  to 
severe  hypertension  whose  ages  were  less  than  40 
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years  and  whose  blood  pressure  responded  to  seda- 
tion. Symptomatic  improvement  was  found  to 
occur  in  71%  of  the  patients;  in  one-half  of  these 
the  blood  pressure  remained  elevated.  They  state, 
“this  operation,  we  believe,  is  justified  when  pa- 
tients fulfill  the  criteria  which  we  have  selected  for 
the  procedure  and  when  they  understand  that  satis- 
factory lowering  of  the  blood  pressure  is  obtained 
in  about  one-third  of  the  cases.” 

Woods  and  Peet  of  Ann  Arbor13  reported  in 
November  1941  on  76  consecutive  patients  with 
essential  and  malignant  hypertension  who  were 
operated  on  by  bilateral  supradiaphragmatic 
splanchnicectomy  and  lower  dorsal  ganglionectomy 
and  were  followed  from  5 to  7 years.  They  con- 
clude that : 1 ) the  prognosis  of  patients  with  a high 
level  of  blood  pressure  and  angiospatic  changes  of 
the  arterioles  is  much  more  effective  following 
operation  than  following  medical  treatment ; 2)  the 
surgical  treatment  of  patients  with  malignant  hy- 
pertension has  resulted  in  a survival  of  33%  after 
5 years,  whereas  following  medical  treatment  in  the 
control  series  the  mortality  was  more  than  99%  ; 
3)  in  general,  favorable  prognosis  following  opera- 
tion seems  to  depend  on  a minimal  degree  of  retinal 
arteriolarsclerosis  rather  than  on  the  level  of  the 
blood  pressure,  etc. 

Scupham1,  reporting  in  the  Archives  of  Internal 
Medicine  for  September  1941  quoted  Peet's, 
Woods’  and  Braden’s14  report  on  350  patients  with 
extensive  operations  which  resulted  in  significant 
reduction  of  the  blood  pressure  in  51%,  with  relief 
of  major  symptoms  in  85%,  with  the  most  favor- 
able results  in  the  age  group  below  30,  and  with  a 
surgical  mortality  of  3.4%.  Allen  and  Adson15  are 
reported  as  employing  a somewhat  different  pro- 
cedure of  supradiaphragmatic  splanchnic  nerve 
section  with  partial  resection  of  the  upper  two 
lumbar  sympathetic  ganglions ; they  report  on  224 
patients  with  about  the  same  results  as  quoted 
above.  They  state  that  while  sympathectomy  is 
somewhat  disappointing  in  the  production  of  per- 
manent reduction  of  blood  pressure  yet  the  relief 
of  symptoms  with  extension  of  life  expectancy 
justifies  the  surgical  procedure. 

Smithwick18  describes  an  extended  splanchnic 
nerve  section  which  probably  amounts  to  a prac- 
tically complete  splanchnic  denervation  while  Grim- 
son,  Alving  and  Adams17  report  a more  radical 
operation  which  amounts  to  a total  sympathectomy. 


Heinbecker18  explains  the  symptomatic  relief  on 
the  basis  of  adrenal  denervation. 

Crane19,  of  California  states  that,  “surgery  at- 
tempts to  decrease  arteriolar  resistance  by  denerva- 
tion of  the  splanchnic  area,  the  renal  vessels  and 
kidneys,  and  the  adrenal  glands  together  with  a 
large  part  of  the  lower  extremities  by  the  subdia- 
phragmatic  operation.  That  it  has  done  so  has  been 
demonstrated  in  many  cases.”  His  criteria  for 
operation,  like  those  of  other  surgeons,  are:  1 ) no 
response  to  competent  medical  treatment,  including 
sulphocyanate  therapy ; 2 ) 50  years  of  age  or  under, 
3)  no  marked  arteriosclerosis  as  determined  by  eye- 
ground  findings;  4)  minimal  amount  of  kidney 
damage;  5)  labile  blood  pressure.  In  regard  to 
results  he  states,  “measured  by  blood  pressure  levels 
the  results  are  inconsistent.  Measured  by  clinical 
symptoms  the  results  are  excellent.” 

These  reports  illustrate  the  point  which  I wish 
to  make,  namely,  that  the  various  operations  have 
tended  to  prevent  symptoms  rather  than  to  affect 
the  fundamental  and  underlying  causes.  For  the 
most  part  there  is  no  claim  that  neurosurgery  does 
more  than  prevent  the  various  pressor  agencies 
from  producing  their  effects:  this  seems  to  be  the 
fundamental  difference  between  it  and  medical 
treatment  which,  theoretically  at  least,  attempts 
also  to  eradicate  these  agents,  and  which  is  conduct- 
ing very  promising  experimental  work.  I wish  to 
quote  a paragraph  written  by  a man  who  though 
not  a surgeon  must  certainly  be  regarded  as  an 
outstanding  authority  in  the  study  of  hypertension. 
The  following  was  published  by  the  late  Soma 
Weiss5  of  Boston  in  December  1940.  “If  one  re- 
calls the  number  of  claims  and  counterclaims  as  to 
the  efficacy  of  the  numerous  types  of  neuro-surgical 
procedures  ever  since  Pieri  in  1932  resected  both 
splanchnic  nerves  in  patients  with  essential  hyper- 
tension, one  wonders  about  the  effectiveness  of 
these  measures.  Volini  and  Flaxman,  impressed 
by  the  observation  that  the  majority  of  proposed 
therapeutic  measures  have  a brief  popularity  and 
then  pass  into  obscurity,  undertook  a comparative 
evaluation  of  the  results  of  nonspecific  surgical 
measures  (hysterectomy,  cholecystectomy  and 
prostatectomy)  and  of  specific  neurosurgical  oper- 
ations (extensive  sympathectomy,  splanchnic  nerve 
resection  and  celiac  ganglionectomy).  The  authors 
followed  the  effects  of  fifty-two  operations  on  hy- 
pertensive patients  and  concluded  that  any  of  the 
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claims  made  for  the  efficacy  of  specific  operations 
can  likewise  be  made  for  nonspecific  surgical  meas- 
ures. Obviously,  then  the  value  of  neurosurgical 
treatment  of  hypertension  is  not  yet  established.” 
I do  not  interpret  this  as  a condemnation  of  surgery 
in  hypertension  but  as  the  author’s  opinion,  only 
14  months  ago,  that  its  true  value  was  not  clear 
and  its  place  not  well  defined. 

What  Treatment  Shall  be  Selected f 

It  appears  that  the  kind  of  patient  desired  by  the 
surgeon  is  the  one  who  does  well,  usually,  under 
medical  treatment ; if  I were  such  a patient  I would 
not  want  performed  on  me  the  extensive  operations 
described  unless  medical  management  had  failed. 
At  the  present  time  when  there  is  no  agreement  as 
to  the  exact  etiology  of  hypertension ; when  it 
appears  there  are  several  mechanisms  which  can 
function,  separately  or  in  unison,  to  produce  the 
syndrome;  when  the  precise  manner  in  which 
surgery  relieves  (when  it  does  relieve)  is  not 
understood ; when  the  effects  of  operation  are 
largely  in  the  relief  of  symptoms  rather  than  the 
removal  of  causes ; when  the  ultimate  effects  of 
extensive  sympathectomy  are  not  known ; when 
there  is  no  agreement  among  the  surgeons  as  to 
the  best  operative  procedure ; when  due  to  lack  of 
knowledge,  it  is  not  possible  to  select  a particular 
operation  for  a particular  patient,  but  when  all 
types  of  hypertension  are  treated  more  or  less  alike 
by  the  individual  surgeon;  and  when,  in  other 
words,  the  surgery  of  hypertension  is  in  the  ex- 
perimental stage,  there  is  left  for  surgery,  in  my 
opinion,  that  group  of  patients  who  show  progres- 
sive hypertensive  disease  in  spite  of  adequate  med- 
ical treatment  and  that  small  group  of  patients  who 
have  symptoms,  due  to  the  hypertensive  state,  which 
cannot  be  subdued  by  medical  means  and  which  can 
be  abolished  by  severing  nerves. 

What  will  be  the  future  treatment  of  hyperten- 
sion? From  the  collective  evidence  presented  it 
seems  likely  that  medical  treatment  of  hypertension 
will  become  increasingly  effective  as  the  practical 
application  of  the  experimental  studies  becomes 
available,  that  the  humoral  type  of  anti-pressor 
substance  obtained  from  animals  or  synthetically 
produced,  will  play  an  important,  perhaps  a revo- 
lutionary, part  in  the  control  of  the  syndrome ; that 
failures  will  occur  for  which  surgery  will  be  needed, 
and  that  the  indications  for  surgery  will  become 


sufficiently  well  defined  to  allow7  the  selection  of 
patients  on  an  established  basis.  If  it  becomes 
certain  that  the  treatment  of  choice  is  surgical  the 
enthusiastic  cooperation  of  the  medical  man  is 
assured.  Medicine  is  searching  for  the  truth  that 
it  may  put  it  to  use. 
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THE  RHODE  ISLAND  HOSPITAL’S 
ARMY  UNIT 

Eric  Stone,  M.D. 

In  February  1940  the  Surgeon  General  of  the 
Army  requested  the  Board  of  Trustees  to  organize 
what  he  designated  as  the  48th  Evacuation  Hospital 
by  interesting  members  of  its  staff  in  volunteering 
for  such  service.  The  board  promptly  accepted  the 
invitation  and  appointed  a committee  to  carry  out 
the  plan.  Dr.  Charles  Gormly  was  appointed  “Unit 
Director’’  with  Dr.  Albert  A.  Barrows  and  Dr. 
Bertram  Buxton  as  the  other  members  of  the  Com- 
mittee. Their  problem  was  the  procurement  of  four 
non-medical  administrative  officers  and  thirty-two 
doctors.  The  sixty  needed  nurses  are  being  en- 
rolled by  the  local  Red  Cross. 

Two  factors  made  the  work  of  the  Committee 
difficult.  It  had  to  be  careful  to  recruit  men  in  such 
a way  that  mobilization  would  not  cripple  any  of 
the  Rhode  Island  Hospital’s  services.  In  the  second 
place  the  nature  of  the  proposed  army  hospital  was 
such  that  many  doctors  who  wished  to  join  the  army 
hesitated  to  submerge  their  special  skills  in  the 
rough  and  tumble  of  such  a unit. 

An  Evacuation  Hospital,  at  least  according  to  the 
“Military  Medical  Manual’’  appears  to  be  a hybrid 
offspring  born  of  the  union  of  an  operating  floor 
and  a travelling  circus.  It  is  designed  and  equipped 
to  be  either  set  up  or  taken  down  within  twenty- 
four  hours  for  movement  forward  or  back  with 
fluctuations  in  the  position  of  the  combat  zone.  It 
functions  in  buildings  temporarily  pressed  into  such 
service  or  in  the  tents  and  marquees  which  it  carries 
in  its  train  of  trucks.  Its  X-Ray  department,  lab- 
oratory and  sterilizing  equipment,  for  example,  are 
in  specially  designed  trucks. 

Through  its  mobility  it  constantly  maintains  a 
position  from  8 to  16  miles  from  the  front,  well  in 
the  combat  zone.  The  Medical  Regiment  brings 
the  casualities  to  the  Evacuation  Hospital  from 
front  line  Assembly  Points.  The  Evacuation  Offi- 
cer and  his  staff  determine  the  severity  of  the  injury 
or  illness.  Patients  who  can  stand  the  trip  to  the 
nearest  rail  heads  are  immediately  sent  to  the  rear 
in  the  hospital’s  fleet  of  ambulances.  The  others, 


requiring  emergency  surgical,  shock  or  medical 
treatment  are  sent  to  the  appropriate  team  for  im- 
mediate care  and  remain  in  the  hospital  until  they 
can  safely  be  transported  to  the  Base  Hospital. 
The  hospital  can  normally  accommodate  400  such 
patients. 

For  many  months  the  response  scarcely  war- 
ranted the  efforts  of  the  Committee ; but  the  shock 
of  Pearl  Harbor  gave  such  point  to  its  appeal  that 
within  a couple  of  weeks  it  had  filled  the  comple- 
ment of  medical  officers.  This  consists  of  two 
lieutenant-colonels,  the  chiefs  of  the  surgical  and 
medical  services.  There  are  five  official  surgical 
teams,  which  in  a pinch  can  split  up  into  twice  that 
number.  On  paper  at  least  each  is  made  up  of  an 
operating  surgeon,  an  assistant  operating  surgeon 
and  a surgical  assistant,  ranking  respectively  as 
major,  captain  and  lieutenant.  The  medical  service 
also  has  one  major,  two  captains  and  three  lieuten- 
ants. A captain  heads  the  “Shock  Team’’  and  an- 
other the  “Splint  Team”.  The  anaesthetists  are 
under  the  orders  of  a captain.  There  are  two 
roentgenologists,  a captain  and  a lieutenant  and 
two  dentists  of  similar  ratings.  The  laboratory  is 
in  charge  of  a captain. 

The  organizational  work  is  completed.  The  orig- 
inal committee,  with  the  approval  of  the  Board  of 
Trustees,  has  surrendered  its  task  to  one  made  up 
of  officers  of  the  unit.  This  committee  will  carry 
on  certain  administrative  and  contact  duties  until 
the  hospital  is  called  for  duty  when  a Colonel  from 
the  regular  Army  Medical  Corps  will  take  com- 
mand. The  non-commissioned  officers  and  enlisted 
men  will  also  be  provided  from  the  regular  army. 
With  these,  nurses,  administrative  officers  and 
doctors,  the  entire  personnel  will  number  417. 

There  is  no  way  of  knowing  when  the  48th 
Evacuation  Hospital  will  be  mobilized  ; but  appar- 
ently the  need  for  such  units  is  great.  Up  to  Jan- 
uary of  this  year  70  existed  on  paper  of  which 
about  a dozen  are  now  in  service  and  last  month 
the  formation  of  40  more  was  authorized.  This 
leads  the  members  of  this  outfit  to  hope  that  it  will 
be  called  before  their  enthusiasm  can  be  cooled  by 
too  long  a period  of  expectant  waiting. 
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Boerhaave  . . . reflects  with  just  severity  upon  those 
arrogant  philosophers,  who  are  too  easily  disgusted  with 
the  slow  methods  of  obtaining  true  notions  by  frequent 
experiments,  and  who,  possest  with  too  high  an  opinion 
of  their  own  abilities,  rather  chuse  to  consult  their  own 
imaginations,  than  enquire  into  nature,  and  are  better 
pleased  with  the  charming  amusement  of  forming  hypoth- 
eses, than  the  toilsome  drudgery  of  making  observations. 

Dr.  Samuel  Johnson. 


KEEPING  INFORMED 

Alert  physicians  engaged  in  organizing  medical 
services  for  total  war  are  hungry  for  up-to-the-min- 
ute information  as  to  how  to  deal  efficiently  with 
present  day  emergency  problems.  Modern  warfare 
and  modern  medicine  are  changing  with  such  rapid- 
ity that  the  doctor  must  continually  adapt  his  think- 
ing and  planning  to  these  changes  if  he  is  to  he  at 
all  useful.  Arm  chair  philosophies  and  fond  remi- 
niscensesof  limited  personal  experience  in  past  wars 
may  he  a diverting  pastime  to  some  hut  are  hardly 
vital  to  vigorous  preparation  for  the  present  emer- 


gency. Rhode  Island  physicians  have  recently 
enjoyed  an  opportunity  of  learning  firsthand  of 
medical  experience  in  a country  which  has  already 
felt  the  physical  impact  of  war.  It  is  to  be  hoped 
that  medical  plans  in  our  own  country  will  reflect 
the  practical  experience  of  those  who  have  actually 
dealt  with  medical  problems  under  active  war  con- 
ditions. 

Nearly  two  hundred  Rhode  Island  doctors  gath- 
ered at  the  Rhode  Island  Medical  Society  Library 
on  March  20th,  to  hear  Dr.  James  T.  Heyl  of 
Boston  describe  some  of  his  experiences  as  a phy- 
sician with  an  American  orthopedic  unit  in  England 
through  the  German  bombings  during  the  fall  of 
1940.  Dr.  Heyl  gave  a vivid  and  interesting  descrip- 
tion of  life  in  England  under  food  rationing  and  the 
black  out,  and  went  on  to  discuss  medical  activities 
in  that  country  as  applied  to  emergency  condition. 

In  England  physicians  and  the  civilian  popula- 
tion are  thoroughly  organized  for  dealing  with  the 
results  of  air  raids.  Apparently  the  unstinted  use 
of  generous  transfusions  for  shock  following  trau- 
matic injuries  has  become  firmly  established  as 
a practical  medical  necessity  in  areas  subject  to 
bombing.  The  sudden  and  unpredictable  arrival  of 
large  numbers  of  raid  victims  at  casualty  stations 
and  base  hospitals  has  necessitated  that  enormous 
amounts  of  stored  blood,  plasma,  and  serum  be  im- 
mediately available  for  use.  Such  stores  have  become 
available  through  an  efficient  and  far-reaching  sys- 
tem of  collecting  and  storing  blood  taken  from 
large  numbers  of  the  healthy  civilian  population. 
The  scale  on  which  this  is  carried  out  in  England 
surpasses  anything  at  present  approached  in  any 
American  center.  An  intimate  acquaintance  with 
the  British  method  of  doing  this  will  doubtless  be 
applicable  to  American  communities,  but  a great 
deal  remains  to  be  done  before  we  may  have  any 
confidence  that  our  facilities  are  really  adequate.  In 
developing  an  organization  for  dealing  with  large 
numbers  of  raid  victims,  particularly  those  in  shock, 
it  is  important  that  plans  be  worked  out  so  that 
when  the  emergency  comes  everyone  knows  what 
his  job  is,  knows  where  to  go,  and  knows  what  to  do. 

An  excellent  example  of  the  application  of  an 
extremely  recent  medical  acquisition  to  the  treat- 
ment of  war  injuries  may  be  seen  in  the  use  of  the 
placement  of  sulfonamides  directly  in  open  war 
wounds.  The  physical  as  well  as  the  bactericidal 
properties  of  these  drugs  must  be  taken  into  con- 
sideration when  they  are  used  for  this  purpose  if 
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results  are  to  be  properly  evaluated.  For  example, 
sulfanilamide  being  freely  soluble  may  disappear 
from  the  wound  area  soon  after  it  is  applied  with 
a resulting  elevation  in  the  blood  concentration  of 
the  drug.  Sulfathiazole,  on  the  other  hand,  being 
less  soluble  is  more  apt  to  “cake  up”  and  thus  be 
absorbed  much  more  slowly  by  the  body  from  the 
wound  area.  Which  type  of  absorption  is  most 
desirable  for  various  types  of  wound  treatment  has 
not  yet  been  definitely  established. 

The  number  of  American  physicians  who  have 
actually  seen  service  in  England  during  periods  of 
air  raids  is  limited.  However,  these  men  who  have 
had  firsthand  acquaintance  with  the  practical  prob- 
lems involved  and  who  are  familiar  with  American 
facilities  and  practices  should  have  a great  deal  to 
offer  to  those  of  us  who  are  entrusted  with  devel- 
oping emergency  services.  Physicians  in  this  coun- 
try will  do  well  to  heed  the  practical  experience  of 
those  who  have  been  under  fire,  and  any  intelligent 
development  of  our  own  organization  should  reflect 
some  of  their  experiences.  Rhode  Island  physicians 
hope  for  further  opportunities  of  hearing  firsthand 
what  has  been  done  elsewhere  and  what  must  be 
done  in  this  country  if  organized  medicine  is  to  do 
its  part  in  defensive  and  offensive  warfare. 


THE  CHARLES  V.  CHAPIN  HOSPITAL 

Two  acts  have  been  introduced  before  the  General 
Assembly  providing  for  the  transfer  of  the  Charles 
V.  Chapin  Hospital  from  the  City  of  Providence  to 
the  State. 

Section  1 of  one  of  the  acts  reads  as  follows : 

“Section  1.  The  city  of  Providence,  a mu- 
nicipal corporation  existing  under  the  laws  of 
the  state  of  Rhode  Island,  is  hereby  authorized 
to  convey  to  the  state  of  Rhode  Island  for  the 
consideration  of  $100.00,  to  be  paid  by  said  city 
to  said  state  within  six  months  after  the  ap- 
proval of  this  act,  all  the  land  and  buildings 
situated  in  said  city  and  known  as  the  “Charles 
V.  Chapin  Hospital,”  together  with  all  prop- 
erty, fixtures,  supplies,  instruments,  tools  and 
equipment  of  any  kind  or  description  used  in 
connection  with  the  operation  or  maintenance 
of  said  hospital  and  which  may  be  on  hand  or 
in  existence  at  the  time  of  any  conveyance  or 
conveyances  made  by  virtue  thereof.” 

The  other  act  provides  for  the  Governor  to  take 
the  hospital  over  from  the  city  next  fall  assuming 


no  obligations  that  the  city  has  hitherto  incurred. 

Apparently  there  is  nothing  in  the  acts  throwing 
any  light  on  just  how  the  state  will  handle  this 
matter  after  obtaining  control  of  the  hospital.  The 
City  Hospital  as  it  was  called  until  recent  years,  has 
been  a unique  institution.  Down  in  the  dingy  quar- 
ters in  the  City  Hall  Providence  had  the  remarkable 
privilege  for  well  on  towards  half  a century  of 
possessing  in  its  Superintendent  of  Health  one  of 
the  most  outstanding  if  not  the  greatest  of  Public 
Health  workers  in  the  world.  He  was  a man  of 
original  ideas  and  the  force  to  see  them  through. 
And  in  the  course  of  his  work  he  caused  to  be 
developed  in  Providence  this  hospital  for  the  care 
of  epidemic  diseases  according  to  the  revolutionary 
ways  which  he  proved  to  the  world  were  correct. 
Under  his  supervision  and  the  superintendency  of 
Dr.  Richardson  this  became  the  Mecca  of  Public 
Health  workers  and  as  was  said  by  Dr.  Burgess 
before  the  Providence  Medical  Association  this 
week — “the  farther  from  Providence  one  went  the 
better  this  hospital  was  known.”  The  scope  of  its 
work  has  expanded  especially  in  the  addition  of 
wards  for  tuberculosis  patients  and  a psychiatric 
ward.  All  these  functions  have  been  exceedingly 
valuable  in  relieving  the  other  large  hospitals  of  the 
city  of  types  of  patients  they  were  not  equipped  to 
handle  and  which  were  decided  nuisances  to  these 
institutions.  A group  of  men  have  been  trained  in 
these  lines  of  outstanding  ability  and  many  of  them 
have  stayed  for  years,  the  turnover  in  contradic- 
tion to  many  public  institutions  having  been  small. 
Apparently  politics  have  played  a lesser  part  than 
unfortunately  they  have  in  many  departments. 

Now  the  city  has  been  able  to  extend  some  of  its 
facilities  to  surrounding  communities  on  the  pay- 
ment of  proper  fees  and  thus  has  broadened  its 
scope.  It  has  been  said  that  some  of  these  commu- 
nities have  not  met  their  financial  obligations  and 
monies  are  owed  to  Providence  which  it  is  easily 
conceivable  will  never  be  paid  if  this  contemplated 
change  occurs. 

The  value  of  the  hospital  property  has  been  esti- 
mated as  about  $2,000,000  which  the  city  has  paid 
for  and  this  is  to  be  given  to  the  state  (with  $100 
thrown  in  for  good  measure  as  the  act  now  reads). 
Large  municipalities  in  general  seem  to  feel  it  neces- 
sary to  provide  themselves  with  this  type  of  hospital 
instead  of  depending  on  the  state  to  supply  their 
needs. 
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As  Providence  has  about  35%  of  Rhode  Island’s 
population  it  presumably  under  the  new  plan  will 
have  access  to  little  over  j/3  of  the  beds  and  in  the 
event  of  a serious  epidemic  the  most  congested  area 
in  the  state  will  be  left  in  the  lurch.  Charity  is  said 
to  begin  at  home  and  a selfish  attitude  at  least  would 
suggest  that  the  city  should  wish  to  have  things  in 
statu  quo. 

If  the  outside  state  needs  more  beds  for  conta- 
gious work  it  would  seem  logical  to  meet  this  need 
at  Howard  and  psychiatric  and  tuberculous  needs 
at  Howard  and  Wallum  Lake. 

It  has  been  mentioned  that  politics  have  not  in 
the  past  apparently  been  a blight  on  the  Chapin 
Hospital.  It  is  notorious  that  changes  in  the  state 
control  have  always  resulted  in  a pretty  general 
forced  exodus  of  those  holding  jobs  under  the 
government.  Who  can  assure  us  that  even  the 
present  strongly  established  political  set  up  may  not 
fluctuate  in  the  future  with  demoralizing  effects  on 
the  healing  art? 

All  this  may  sound  like  an  argument  to  make  no 
change.  It  is  not  necessarily  so.  But  as  far  as 
Providence  goes  it  has  been  blessed  in  the  past  with 
a wonderful  municipal  hospital.  It  is  incumbent  on 
those  who  propose  such  a radical  change  to  justify 
themselves. 

The  Providence  Medical  Association  at  its 
regular  meeting  on  April  6 passed  the  following 
resolution : 

“Whereas  it  has  been  proposed  that  the  city 
of  Providence  transfer  the  Charles  V.  Chapin 
Hospital  to  the  State  of  Rhode  Island,  and  in 
view  of  the  fact  there  appear  to  be  medical 
reasons  against  doing  this. 

Be  it  resolved  that  the  Providence  Medical 
Association  strongly  opposes  this  transfer  on 
the  basis  of  information  at  present  available 
and  urges  further  study  of  the  entire  problem 
prior  to  any  such  action.” 

A familiar  phrase  speaks  of  “open  commitments 
openly  arrived  at.” 

It  has  been  a pernicious  custom  in  Rhode  Island 
to  slip  bills  through  the  legislature  in  the  wee  sma’ 
hours  without  debate.  Possibly  the  proponents  of 
this  bill  have  a strong  case.  In  all  fairness  to  the 
citizens  of  Rhode  Island  and  the  medical  profession 
who  are  vitally  interested  there  should  be  public 
hearings  at  which  both  sides  can  be  presented  and 
this  tremendously  important  matter  be  decided  on 
its  merits. 


April,  1942 

CONFERENCE  ON  MEDICAL  SERVICE 
PLANS 

The  first  Conference  on  Medical  Service  Plans 
was  held  in  Chicago  on  February  14,  1942,  at  the 
headquarters  of  the  American  Medical  Association 
and  the  Palmer  House.  A total  of  sixty-four  per- 
sons were  present,  including  representatives  from 
operating  and  proposed  medical  service  plans  in 
seventeen  states  and  officers  of  state  and  county 
medical  societies. 

Dr.  Olin  West,  Secretary  and  General  Manager 
of  the  American  Medical  Association,  welcomed 
the  representatives  and  stated:  “You  are  distinctly 
a part  of  a great  movement  that  is  essential  to  the 
welfare  of  the  people  of  this  country  and  it  is 
highly  desirable  that  you  should  get  together  to 
exchange  information  and  opinions  in  order  to 
arrive  at  a basic  understanding  of  the  problems 
involved.” 

The  entire  day  was  devoted  to  consideration  of 
the  basic  principles  and  major  problems  involved  in 
medical  service  and  limited  surgical  benefit  pro- 
grams sponsored  by  medical  societies.  The  follow- 
ing are  some  particularly  pertinent  points  brought 
out  in  the  discussion  : 

Contract  practice  plans  limiting  service  to  a 
small  number  of  physicians  can  not  provide  a 
satisfactory  service  for  an  entire  community. 
Non-profit  community-wide  or  state-wide 
service  plans  are  the  proper  type  of  organiza- 
tion for  prepayment  of  medical  services. 

The  statement  that  voluntary  plans  lead  to 
compulsory  insurance  applies  to  the  chaotic 
situation  created  by  a multiplicity  of  lay  con- 
trolled or  commercial  plans  not  to  medically 
sponsored  community  programs. 

Experiments  in  the  full  coverage  type  of  med- 
ical service  plan  are  being  undertaken  to  deter- 
mine the  effect  of  such  plans  on  the  private 
practice  of  medicine ; how  such  plans  affect 
the  physician-patient  relationship : what  prob- 
lems arise  in  connection  with  the  practice  of 
specialists ; the  difference  between  urban,  rural, 
and  metropolitan  practice  ; and  all  general 
problems  relating  to  medical  care. 

Enrollment  based  on  individual  physical  ex- 
aminations does  not  furnish  as  good  selection 
as  group  enrollment. 

The  desirability  of  establishing  somewhat  uni- 
form or  model  legislation  for  medical  service 
plans  was  emphasized. 

The  Conference  concluded  with  the  appointment 
of  a committee  to  determine  the  best  method  of 
establishment  of  a permanent  organization  of  med- 
ical service  plans  throughout  the  country. 
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12th  NEW  ENGLAND  HEALTH 
INSTITUTE 

Biltmore  Hotel,  Providence,  R.  I. 

April  21,  22,  23.  1942 

“In  Defense  of  Health’’  is  the  slogan  of  the 
12th  New  England  Health  Institute  which  will 
be  held  at  the  Providence  Biltmore  Hotel  on  April 
21,  22,  and  23.  The  health  departments  of  every 
New  England  State  will  collaborate  in  presenting 
the  Institute.  Other  collaborating  agencies  are  the 
U.  S.  Public  Health  Service,  Children’s  Bureau 
of  the  U.  S.  Department  of  Labor,  New  England 
Tuberculosis  Association,  the  R.  I.  Public  Health 
Association,  the  R.  I.  Medical  Association. 

Dr.  Thomas  Parran,  Surgeon  General  of  the 
United  States,  will  give  the  principal  address  at  the 
dinner  meeting  on  Wednesday  evening,  April  22. 

The  daily  sessions,  which  will  run  from  9:30 
a. m.  to  12:20  p.m.  and  from  2 to  5 p.m.,  will  fea- 
ture public  health  workers  of  national  prominence. 
An  added  feature  will  be  a luncheon  sponsored 
jointly  by  the  Rhode  Island  Nutrition  Association 
and  the  Rhode  Island  Dental  Society  at  which  Mark 
D.  Elliot,  D.D.S.,  of  the  Forsythe  Dental  Infirmary 
will  speak  on  “Nutrition  and  Dental  Health.” 

Schedule 

Cancer  Apr.  22,  2-5 

Communicable  Diseases  Apr.  22,  9 :30-12  :20 

Crippled  Children  Apr.  21, 9 :30-12 :20 

Environmental  Sanitation, 

Apr.  22,9:30-12:20  and  2-5, 
Apr.  23,9:30-12:20 

Health  Education  Apr.  21 , 9 :30-12  :20 

Industrial  Hygiene  Apr.  21,9  :30-12  :20  and 

Apr.  22,  9:30-12:20 

Laboratory Apr.  21 , 2-5 

Maternal  and  Child  Health, 

Apr.  21,  2-5  ; and  Apr.  22,  2-5 

Nutrition  Apr.  23,  9 :30-12  :20 

Public  Health  Nursing  Apr.  21, 9 :30-12  :20 

and  Apr.  23,9:30-12:20 

School  Health  Apr.  22,  9 :30-12  :20 

Tuberculosis  Apr.  21 , 2-5 

Venereal  Disease Apr.  22,  2-5 

Vital  Statistics  Apr.  21,2-5 

War  Preparations Apr.  23,  9 :30- 1 2 :20 

General  Session Apr.  23,  2-5 

Nezv  England  Water  Works 

Association  Meeting Apr.  23,  9 :30-12  :20 


MATERNAL  MORTALITY  STUDIES 

A series  of  four  round  table  conferences  to 
acquaint  the  profession  with  the  types  of  cases  in 
which  maternal  mortality  is  apt  to  occur  has  been 
announced  by  the  Committee  for  the  Study  of 
Maternal  Mortality  of  the  Rhode  Island  Medical 
Society.  The  conferences,  one  hour  in  length,  will 
be  held  on  Wednesdays,  April  22,  29,  May  6,  and 
13,  from  11  A.  M.  until  noon,  at  the  auditorium 
of  the  Rhode  Island  Medical  Library.  These  con- 
ferences based  on  an  investigation  of  the  ma- 
ternal deaths  in  the  State  in  1941  are  a phase  of 
the  educational  program  of  the  State  Department 
of  Health,  and  it  is  the  hope  of  the  Committee 
that  members  of  The  Rhode  Island  Medical  So- 
ciety and  of  the  Providence  Medical  Association 
will  attend  the  conferences.  Each  meeting  will  be 
conducted  by  one  of  the  undersigned  members  of 
the  Committee. 

B.  H.  Buxton,  M.D. 

J.  C.  Callahan,  M.D. 

H.  E.  Gauthier,  M.D. 

M.  Goldberger,  M.D. 

J.  W.  Helfrich,  M.D. 

A.  W.  Mahoney,  M.D. 

I.  H.  Noyes,  M.D. 

J.  G.  Walsh,  M.D.,  Chairman 


CLINICAL-PATHOLOGIC  CONFERENCES 
OF  THE  RHODE  ISLAND  HOSPITAL 

Case  records  as  used  in  the  bi-weekly 
open  meetings. 

Abstract  of  House  Record : Presented  by  Dr. 
L.  C.  Kingman.  D.  C. : A-40-265.  White  Male. 
Age  60.  Fruitpeddler.  Admitted  on  Medical  Serv- 
ice October  22,  1940,  with  Chief  Complaint  of 
dyspnea. 

History:  There  was  a two-year  history  of  pro- 
gressive dyspnea.  On  entrance  he  was  orthopneic 
and  had  been  bed-ridden  for  four  months.  A 
month  previous  to  admission  had  a sudden  paral- 
ysis of  left  arm  and  face  lasting  one  week.  There 
was  an  electrocardiograph  record  of  April,  1939, 
showing  coronary  occlusion. 

Physical  Examination:  The  positive  physical 
findings  on  admission  were  enlarged  heart,  moist 
rales  both  bases,  some  edema  of  the  ankles.  Ab- 
domen soft,  not  distended,  no  spasm,  tenderness 


94 


RHODE  ISLAND  MEDICAL  JOURNAL 


April,  1942 


nor  masses.  Liver  edge  just  palpable.  T.  97.2, 
P.  68,  R.  20,  B.P.  160/120.  Urine  showed  trace 
of  albumin  and  granular  casts.  Blood  not  remark- 
able except  for  B.  U.  N.  of  22  and  creatinine  of  3.2. 
X-ray  showed  evidence  of  congestion  and  possible 
patch  of  consolidation  right  lower  lobe.  Also  en- 
largement of  the  left  ventricle. 

Course:  2nd  day— E.  K.  G.  Considerable  myo- 
cardial damage,  50  c.c.  clear  fluid  on  right  chest 
tap.  On  digitalis  without  much  change  until  15th 
day  began  to  vomit  and  this  continued  from  then 
on.  21st  day  E.  K.  G.  showed  further  myocardial 
damage.  23rd  day  E.  K.  G.  showed  further  acute 
myocardial  damage. 

On  this  day  first  noted  that  he  had  severe  gen- 
eralized abdominal  pain  with  tenderness  and 
marked  rigidity  throughout  abdomen,  especially 
in  lower  half. 

Surgical  Consultation:  Diffuse  lower  abdominal 
pain  and  tenderness,  small  amount  gastric  type 
vomitus,  large  amount  fecal  material  in  rectum. 
No  evidence  of  localized  inflammation  or  mesen- 
teric thrombosis. 

24th  day — Surgical  consultation — general  ten- 
derness to  left  of  umbilicus.  Fecal  type  vomiting, 
Miller-Abbott  tube  inserted. 

25th  day — X-ray  showed  “Dilatation  of  numer- 
ous loops  of  small  bowel.  There  is  evidence  of 
intestinal  obstruction.”  Surgical  Consultation — 
localized  tender  loop  of  moderately  distended 
bowel  below  and  to  left  of  umbilicus,  also  slight 
general  distention. 

26th  day — increased  edema  of  legs.  Urine  only 
15  oz.  daily.  Began  to  be  jaundiced  two  days  ago 
and  this  has  been  increasing.  Icteric  index  35. 
Distention  increased.  Pain  and  tenderness  per- 
sists. No  pain  or  tenderness  in  R.  U.  Q.  Hiccough 
present. 

27th  day — Surgical  consultation — pain  is  less, 
jaundice  deepening,  persistent  deep  tenderness  in 
region  of  pancreas  and  below  and  to  the  left  of 
umbilicus.  Intermittent  hiccough.  Bile  in  stools. 

Transferred  to  Surgical  Service.  Operation. 

28th  day — Death. 

Dr.  Lucius  C.  Kingman:  “In  any  case  an  inter- 
current disease  is  possible.  But  unless  such  an 
intercurrent  disease  is  obvious,  diagnosis  of  any 
case  should  be  made  on  the  basis  of  a primary 
pathology  when  history,  signs  and  symptoms  are 


compatible  with  such  a procedure.  In  the  case 
under  consideration  are  they  compatible? 

We  have  a patient  with  definite  coronary  heart 
disease  as  shown  by  history,  physical  and  labora- 
tory findings  and  the  course  in  hospital.  On  the 
15th  hospital  day  abdominal  symptoms  begin  and 
invite  surgical  interest.  He  starts  with  vomiting, 
thought  to  be  due  to  digitalis.  But  when  pain 
and  tenderness  develop  on  the  23rd  day,  he  is 
seen  and  followed  by  the  surgical  service.  His 
signs  and  symptoms  progress,  distention  develops 
and  finally  progressively  deepening  jaundice. 
X-ray  helps  in  the  diagnosis  of  a definite  ileus. 

To  list  all  the  causes  of  ileus  from  strangulated 
hernia  to  paralytic  ileus  of  peritonitis  is  useless. 
In  many  cases  we  cannot  make  a preoperative 
diagnosis  other  than  intestinal  obstruction.  In 
some  cases,  history  and  findings  may  help  in  cor- 
rectly estimating  the  cause.  But  when  we  remem- 
ber the  way  appendicitis  can  imitate  most  any 
intra-abdominal  lesion,  that  volvulus,  internal  con- 
cealed hernia,  bands  of  adhesions  act  alike,  that 
paralytic  ileus  may  be  obstipation  of  the  morphine 
addict,  we  realize  that  without  definite  findings 
other  than  ileus  we  are  guessing.  If  we  guess 
often  enough  we  will  occasionally  be  right. 

What  have  we  in  this  case  that  can  take  it  out 
of  the  class  of  guess  work?  First  coronary  heart 
disease  with  acute  exacerbations.  This  means  a 
probable  mural  thrombus  in  the  heart  with  the 
chance  of  embolus.  A month  before  hospitaliza- 
tion he  had  a cerebral  accident  with  paralysis  of 
left  arm  and  face  for  a few  weeks.  This  could  be 
embolic.  Then  on  entrance  to  hospital  a patch  of 
consolidatation  was  found  in  the  right  lower  lobe 
of  lung  and  50  c.c.  fluid  was  aspirated — this  could 
embolic. 

Next,  abdominal  signs,  intermittent  at  first  but 
progressive,  vomiting,  pain,  tenderness,  then  a 
definite  ileus.  Whether  fluid  in  the  abdomen  or 
enlarged  spleen  is  not  mentioned.  This  could  be 
embolic.  When  we  have  three  incidents  that  could 
be  from  identical  cause  we  are  getting  away  from 
coincidence  or  guess  work. 

As  to  the  final  development — jaundice.  With  a 
mesenteric  embolus,  venous  thrombosis  w'ould  oc- 
cur and  this  could  progress  to  include  the  portal 
vein.  Also  the  patient  had  edema.  And  passive 
congestion  of  the  liver  especially  in  cases  with 
emboli  may  give  jaundice. 
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Diagnosis : 

1)  Coronary  Heart  Disease. 

2)  Cerebral  Embolus. 

3)  Pulmonary  Embolus. 

4)  Mesenteric  Embolus  (Superior  Mesen- 

teric). 

5)  Mesenteric  Thrombosis  and  Portal 

Thrombosis. 

6)  Passive  Congestion  of  liver.” 

Dr.  Alex  M.  Burgess:  “We  think  surgeons  are 
somewhat  more  than  medical  men  who  are  tech- 
nicians. Dr.  Kingman  falls  in  this  category.  He 
has  given  a nice  medical  case  with  surgical  dis- 
cussions. I notice  there  is  only  one  blood  pres- 
sure noted — 160/120  and  left  ventricle  is  en- 
larged by  X-ray.  We  can  say  this  man  not  only 
has  arterio-sclerotic  heart  disease  but  hyperten- 
sive heart  disease.  Was  there  any  leucocytosis 
noted  in  the  count?” 

Dr.  Kingman:  “The  white  count  never  got 
above  1100.  There  was  nothing  characteristic 
about  either  white  or  red  counts.” 

Dr.  Burgess:  “I  think  there  is  pretty  good  evi- 
dence that  there  was  hypentension.” 

Dr.  Russel  O.  Bowman:  “At  what  period  was 
his  creatinine  determined?” 

Dr.  Kingman:  “It  was  down  to  2 sometime  and 
then  up  to  3.6  without  much  change  in  the  micro- 
scopic appearance  of  urinary  sediment.” 

Dr.  Bowman:  “There  are  three  reasons  why 
this  man  could  have  nitrogen  retention.  (1)  With 
hypertension  of  some  standing  he  could  have 
change  in  the  kidney  function.  (2)  Dehydration 
could  result  in  concentration  of  the  blood  chemical 
constituents.  (3)  Because  of  vomiting  or  removal 
of  chloride  through  the  Levine  tube,  his  blood 
chloride  could  be  lowered  sufficiently  to  interfere 
with  the  function  of  a normal  kidney.” 

Dr.  Philip  Batchelder:  “The  first  portable  film 
shows  the  consolidation. 

“This  film  shows  the  diffusely  enlarged  heart. 
“This  film  is  again  when  he  was  rather  sick 
but  does  show  two  or  three  loops  of  small  intes- 
tine, not  very  well  shown.” 

Dr.  Frank  B.  Cutts:  “In  regard  to  the  emboli. 
As  far  as  the  cerebellar  ones  are  concerned  it 
must  have  originated  in  the  left  side  of  the  heart. 
The  one  in  the  lung  would  have  to  originate  from 
the  right  side  so  if  this  were  explaining  all  the 
manifestations  on  an  embolic  manifestation  there 
must  be  two  sources  of  emboli.” 


Dr.  B.  Earl  Clarke:  Postmortem  Findings.  “In 
any  case  of  circulatory  failure,  particularly  if 
there  is  dilatation  of  the  heart  there  may  be 
thrombus  formation  in  both  sides  of  the  heart, 
especially  in  the  auricles.  We  have  some  addi- 
tional information  for  you,  but  not  much.  This 
was  one  of  those  postmortems  limited  to  opening 
up  the  surgical  incision.  We  cannot  answer  any- 
thing about  the  organs  above  the  diaphragm. 
Dr.  Kingman  was  not  allowed  to  see  the  operative 
sheet  as  that  told  about  as  much  as  the  post- 
mortem. 

“We  will  start  out  with  the  intestine.  Here  is 
a portion  of  the  small  intestine.  Here  in  the  je- 
junum, you  can  see  a distinct  change  in  the  color 
and  this  defect  was  present  when  the  abdomen 
was  opened.  There  is  gangrene  of  the  intestine 
with  a large  slough  in  the  central  portion.  Need- 
less to  say  the  belly  was  full  of  both  fecal  ma- 
terial and  inflammatory  exudate.  In  the  mesen- 
tery above  the  lesion  were  found  three  small 
arteries  about  0.5  cm.  in  diameter  and  blocked 
with  thrombus.  There  were  twro  other  small 
branches  in  this  area.  We  have  then  occlusion  of  the 
branches  of  the  mesenteric  artery.  There  was  no 
thrombus  extending  back  into  the  portal  vein. 
This,  I think,  explains  all  of  his  acute  symptoms. 
The  terminal  event  was  peritonitis.  I think  we 
ought  to  take  it  for  granted  that  the  clinical  evi- 
dence was  right  and  that  there  was  a myocardial 
infarction.  I think  Dr.  Kingman  has  proposed  a 
logical  reason  to  suppose  the  occlusion  of  the 
mesenteric  artery  was  embolic.  There  is  nothing 
about  the  thrombus  in  the  vessel  that  tells  us 
whether  it  originated  here.  You  can  only  do  that 
in  such  instances  as  the  large  vessels  of  the  lung 
where  a coiled  thrombus  of  smaller  calibre  must 
have  originated  elsewhere.  In  a small  vessel  like 
this  there  is  no  way  to  be  certain.  It  seems  reason- 
able to  suppose  that  it  is  embolic.  Now  for  the 
matter  of  the  jaundice.  Portal  thrombosis  was 
not  found  but  there  was  very  marked  chronic  pas- 
sive congestion  over  all  the  abdominal  organs.  We 
have  microscopic  sections  of  the  liver,  spleen  and 
kidneys  and  they  are  all  congested.  Chronic  pas- 
sive congestion  itself  might  explain  his  jaundice 
but  he  had  other  things.  We  know  he  has  infarcts 
in  the  intestine  and  the  spleen  and  we  think  he  had 
some  in  the  lungs.  We  know  those  are  supposed 
to  produce  hemorrhage.  If  an  excessive  amount 
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of  pigment  from  the  hemorrhage  is  delivered  to 
a liver  that  is  already  damaged  there  will  be  an 
additional  reason  for  jaundice.  In  the  presence  of 
a peritonitis  we  might  also  expect  a so-called  toxic 
jaundice.  He  had  three  or  four  things,  anyone  of 
which  might  be  a cause  of  jaundice.  A combina- 
tion of  causes  seems  logical." 

Dr.  Kingman’s  diagnosis: 

1 ) Coronary  Heart  Disease. 

2)  Cerebral  Embolus. 

3)  Pulmonary  Embolus. 

4)  Mesenteric  Embolus  (Superior  Mesen- 

teric). 

5)  Mesenteric  Thrombosis  and  Portal 

Thrombosis. 

6)  Passive  Congestion  of  Liver. 

Pathologic  Diagnosis: 

Occlusion  of  mesenteric  artery  (embolic). 

Infarction  and  perforation  of  jejunum. 

Peritonitis. 


PROVIDENCE  MEDICAL  ASSOCIATION 

A regular  meeting  of  the  Providence  Medical 
Association  was  held  at  the  Medical  Library,  Mon- 
day, March  2,  1942. 

Dr.  Frederick  W.  Ripley  and  Dr.  Priscilla  Sell- 
man  were  elected  to  active  membership. 

The  President  announced  the  appointment  of  a 
committee  of  the  Association  to  he  known  as  the 
“Procurement  and  Assignment  Committee”  whose 
work  will  he  to  aid  similar  committees  representing 
the  State  and  First  Corps  Area  in  the  task  of 
checking  the  doctors  of  the  community  for  military 
and  civilian  work  during  the  war. 

The  committee  named  by  the  President  was  as 
follows : 

Dennett  L.  Richardson,  M.D.,  Chairman 

Kalei  K.  Gregory,  M.D. 

James  H.  Fagan,  M.D. 

Robert  H.  Whitmarsh,  M.D. 

Jacob  Greenstein,  M.D. 

Harmon  P.  B.  Jordan,  M.D. 

Charles  P.  Fitzpatrick,  M.D. 

William  O.  Rice,  M.D. 

Ubaldo  E.  Zambarano,  M.D. 

Arthur  H.  Ruggles,  M.D. 

Henry  E.  Utter,  M.D.  (ex  officio) 

Dr.  Peter  Pineo  Chase  presented  a case  report 
on  “Cancer  Scroti". 


Dr.  Morgan  Cutts  was  the  first  discusser  in  a 
symposium  on  “Hypertension”.  Dr.  Cutts  pre- 
sented the  Experimental  Aspects  of  the  subject. 

Dr.  Robert  Baldridge  next  discussed  the  Sur- 
gical Treatment  of  Hypertension.  Three  cases  were 
presented  in  some  detail  illustrating  the  good  re- 
sults which  may  he  observed  with  this  type  of 
therapy. 

The  symposium  was  concluded  by  Dr.  Clifton 
Leech  who  outlined  the  treatment  with  thiocyanates 
after  discussing  the  Medical  Aspects  and  com- 
mented upon  their  limitations. 

The  papers  were  discussed  by  Drs.  Fulton,  Bur- 
gess, Messinger,  Goodman  and  Emery  Porter. 

The  meeting  adjourned  at  10:40  P.  M.  Attend- 
ance 1 10. 

Frank  B.  Cutts,  M.D.,  Secretary 


BOOK  REVIEWS 

Diseases  of  Metabolism,  Edited  by  Garfield  G.  Duncan, 
M.D.,  pp.  985,  with  158  illustrations,  7 in  color,  and 
many  charts  and  tables,  cloth,  W.  B.  Saunders  Com- 
pany, Philadelphia  and  London  1942. 

Written  for  the  purpose  of  bridging  the  gap  between  the 
practitioner  and  the  investigative  worker,  this  volume  is  the 
work  of  the  following  well-known  clinicians  and  investiga- 
tors ; Walter  Bauer,  Hugh  R.  Butt,  Abraham  Cantarow, 
Tracy  D.  Cuttle,  Garfield  G.  Duncan,  Frank  A.  Evans, 
Ferdinand  Fetter,  Friedrich  Klemperer,  C.  N.  H.  Long, 
Edward  H.  Mason,  Louis  H.  Newburgh,  John  P.  Peters, 
Tom  D,  Spies,  Leandro  M.  Tocantins,  and  Abraham  White. 
As  a basis  for  the  discussion  of  the  individual  metabolic 
diseases,  sections  on  Carbohydrate,  Fat,  Protein,  Mineral, 
and  Water  Metabolism  form  the  first  portion  of  the  work, 
with  an  admirable  approach  to  simplicity  and  completeness. 
The  advance  in  modern  knowledge  in  all  these  fields  is  well 
presented,  and  a sufficient  discussion  of  basic  chemical  and 
physiological  facts  and  methods  is  provided  to  afford  the 
reader  the  necessary  back-ground  for  sane  clinical,  appli- 
cation of  the  material  presented. 

The  chapters  on  the  individual  metabolic  diseases,  in- 
cluding Diabetes  Mellitus,  Vitamin  deficiencies,  Gout,  Obes- 
ity, and  others,  are  of  somewhat  less  uniform  excellence, 
but  are  in  all  instances  readable  and  informative,  and  con- 
stitute a very  practical  help  in  the  handling  of  clinical  cases. 

Like  most  medical  books  dealing  with  subjects  in  which 
the  rate  of  scientific  progress  is  rapid,  this  work  will  have 
a relatively  short  useful  life  unless  it  is  very  frequently 
revised.  As  a book  for  the  practitioner  who  wishes  an 
authoritative  reference  work  on  this  highly  important  and 
complex  group  of  diseases,  and  as  a source  of  basic  facts 
upon  which  to  build  a sane  evaluation  of  future  advances 
in  the  field  of  Metabolism,  this  book  cannot  be  too  highly 
recommended. 

Alf.x  M.  Bl^rgess,  Jr.,  M.D. 
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Abdominal  Surgery  of  Infancy  and  Childhood.  By 
Dr.  William  E.  Ladd  and  Robert  E.  Gross.  W.  B. 
Saunders  Company  1941 — $10.00. 

A compact  volume  of  439  pages  reviewing  in  order,  the 
pathology,  etiology,  diagnosis  and  surgical  procedure  of 
abdominal  lesions  and  malformations  in  childhood. 

This  book,  in  particular,  is  invaluable  to  the  general 
surgeon,  as,  he  finds  in  it  a minute  description  of  the  more 
rare  conditions  found  only  in  the  early  years  of  life. 

The  chapter  describing  intestinal  obstruction  resulting 
from  malrotation  of  the  intestines  and  colon  is  most  en- 
lightening. A condition  which  I am  sure  many  of  us  have 
overlooked  in  the  past  and  will  understand  much  better  in 
the  future. 

The  diagnosis  and  treatment  of  primary  peritonitis  with 
a reduction  of  mortality  from  65%  in  1929  to  17.6%  in  1940 
is  most  encouraging.  No  doubt  this  improved  mortality  is 
largely  a result  of  sulfonamide  therapy.  However,  the 
author’s  keen  differentiation  between  generalized  perito- 
nitis and  primary  peritonitis  and  the  sub-division  of  primary 
peritonitis,  with  appropriate  treatment  in  each  case,  un- 
questionably affects  the  mortality  in  this  group.  The  small 
incision  advocated,  in  conjunction  with  smears  and  drainage 
without  further  exploration,  is  excellent  treatment  in  their 
hands  but  might  be  hazardous  for  the  general  surgeon  less 
familiar  with  this  condition. 

The  chapters  dealing  with  conditions  of  the  umbilicus  and 
abdominal  wall  are  timely  : The  photographs  and  drawings 
in  this  section  as  well  as  through  the  entire  book  are  clear, 
comprehensive  and  understandable. 

Chapter  XI  is  a most  thorough  treatise  on  Hirschsprung's 
Disease.  The  writers  have  discussed  the  differential  diag- 
nosis of  an  essential  megacolon  and  other  dilatations  of  the 
colon.  It  is  interesting  to  note  that  while  sympathectomies 
have  been  done  in  six  cases  with  improvement  in  four,  they 
do  not  recommend  it  as  a gunshot  prescription  for  all  of 
these  obscure  disfunctions  of  the  colon. 

The  authors’  work  on  the  genitourinary  system  is  com- 
plete. The  surgical  service  at  the  Children’s  Hospital,  I 
think,  has  always  included  genitourinary  procedure  and 
in  these  pages  we  read  ‘‘the  fruits  of  their  labor.” 

The  section  on  intussusception  with  a review  of  484  cases 
studied  at  the  Children’s  Hospital  from  1908  to  1939  points 
to  the  importance  and  frequency  of  this  condition.  Opera- 
tive treatment  alone  is  advocated  because  of  the  possibility 
of  an  existing  polyp  or  a Meckel's  diverticulum.  These 
conditions  plus  the  uncertainty  of  complete  reduction  by 
barium  enemata  tend  to  make  the  surgical  procedure 
preferable. 

Diseases  of  the  spleen  are  adequately  covered  from  a 
surgical  standpoint.  Splenectomy  is  definitely  advised  in 
congenital  hemolytic  anaemia  with  a report  of  23  cases. 
The  authors  advise  removal  of  the  spleen  for  Banti’s 
disease  only  in  early  and  selected  individuals.  The  trans- 
verse incision  for  splenectomy,  combined  with  an  opening- 
in  the  gastrocolic  omentum,  and  tying  off  of  the  splenic 
artery  and  vein,  before  proceeding  further  with  the  opera- 
tion, is  certainly  worth  considering  as  a means  of  better 
bleeding  control. 

Again  I say  a compact  volume  full  of  the  many  years  of 
detail  study  by  Dr.  Ladd  in  conjunction  with  the  more 
recent  work  of  Dr.  Gross.  May  we  look  forward  to  another 
volume  covering  the  surgery  of  the  head,  neck  and  ex- 
tremities. 


A Manual  of  Pharmacology  and  Its  Applications  to 
T herapeutics  and  Toxicology,  by  Torald  Sollmann, 
Professor  of  Pharmacology  and  Materia  Medica  in 
the  School  of  Medicine  of  Western  Reserve  Univer- 
city,  Cleveland,  x -+-  1298  pages.  Sixth  edition,  en- 
tirely reset.  W.  B.  Saunders  Company,  Philadelphia, 
1942. 

This  most  valuable  text  book  has  been  completely  revised 
and  rewritten  for  its  6th  edition.  Additions  and  major 
changes  include  material  on  the  sulfonamide  drugs,  the 
newer  synthetic  autonomic  agents,  anaesthetics  and  hyp- 
notics, convulsants  and  anticonvulsants,  antimalarial  and 
antisyphilitic  drugs  and  recent  advances  in  the  fields  of 
vitamins  and  hormones.  Approximately  7,000  references  are 
listed  in  a bibliography  of  publications  since  1921,  previous 
work  being  referred  to  in  former  editions,  and  this  gives  a 
fair  idea  of  the  thoroughness  of  the  work.  The  index  is 
adequate  but  not  cumbersome.  Only  three  typographical 
errors  were  noted. 

This  text  has  changed  markedly  since  the  third  edition 
we  used  as  a text  under  Sollmann.  Though  still  approxi- 
mately the  same  length  many  revisions  and  additions  have 
been  made  and  the  former  material  condensed  to  compen- 
sate, or  omitted  when  of  little  value.  As  it  has  been,  the 
book  is  still  an  up-to-date  reference  text  on  drug  actions, 
valuable  alike  to  student,  research  worker  and  practitioner. 
With  the  present  high  pressure  drug  house  detail  men  it  is 
unfortunate  that  more  practicing  physicians  do  not  read 
and  study  Sollmann. 

Russell  O.  Bowman,  Ph.D. 


OXYGEN 

CARBON  DIOXID-OXYGEN 
MIXTURES 

HELIUM-OXYGEN  MIXTURES 
NITROUS  OXID 
CARBON  DIOXID 
CYCLOPROPANE 

* * * 

OXYGEN  TENTS,  FACE  MASKS 
For  Sale  or  For  Rent 

COUP  BROTHERS 

Dexter  8020 

24  Hour  Service 


Henry  B.  Moor,  M.D. 
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Here’s  Direct  Aid  Against 

FEVER 


Filters  the  Air  Almost 

You  Breathe  / 1 n v i si  ble! 


DR.  WEAVER’S  NASAL  FILTER, 

designed  by  the  physician  to 
the  St.  Louis  Cardinals  Base- 
ball Team,  instantly  cuts  intake 
of  irritating  pollens,  relieves 
weeks  of  needless  misery. 

Wear  it  at  work  or  at  night  — 
almost  invisible,  always  com- 
fortable, makes  breathing 
easier.  Completely  adjustable 


for  exact  fitting  to  each  user, 
adult  or  child  — the  reason  for 
its  great  success. 

Over  40,000  users  for  Hay  and 
Rose  Fever,  “Seasonal”  Asthma 
and  protection  from  industrial 
dusts.  Come  in  and  let  us  make 
these  coming  weeks  pleasant 
ones  to  stay  home  or  travel 
where  you  please. 


Ask  Your  Physician! 


Q 

ADJUSTABLE  - CUSTOM-FITTED 
WORN  INSIDE  THE  NOSE  - SCARCELY  VISIBLE 


Physicians-Surgeons 
Medical  and  Hospital 
Supplies 


SMITH -HOLDEllT 
COMPANY  IN 


Hospital  Beds-Wheel 
Chairs-Trusses-Belts 
Supports-Sick  Room 
Supplies 


624  Broad  Street 


Across  from  St.  Joseph's  Hospital 


PROVIDENCE 
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Pause  at  the  familiar  red  cooler  for  ice-cold  Coca-Cola.  Its  life,  sparkle 
and  delicious  taste  will  give  you  the  real  meaning  of  refreshme?it. 


E.  P.  Anthony,  Inc. 

DRUGGISl’S 


1T8  Angell  Street  Providence,  R.  I. 


Curran  & Burton,  Inc. 

GENERAL  MOTORS  HEATING  EQUIPMENT 

COAL  OIL 

TURKS  HEAD  BUILDING.  P R O V I D E N C E — G A . 8123 
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Many  physicians  are  becoming  increas- 
ingly aware  of  the  value  of  DR.  LOCKE 
SHOES  in  their  practice.  They  are  finding 
them  most  HELPFUL  in  aiding  the  reduc- 
tion of  pain  and  swelling  due  to  functional 
decompensation  of  foot  structure. 

Our  staff  understand  your  problem  and 
will  work  with  you. 


ChoS 


Co. 


SECOND  FLOOR,  W00LW0RTH 


BLDG 


YOU'RE  THE  DOCTOR 
We're  the  Nursing  Home! 
• 

The  Dorcus  Convalescent  Home 
is  now  the 

NILES  NURSING  HOME 

and  is  under  the  management  of  Mrs. 
Edith  C.  Niles  who  is  a niece  of  the  Misses 
Dorcus  and  a graduate  of  Roosevelt 
Hospital. 

► Efficient,  Experienced,  Friendly 

Management 

► Hospital  Cleanliness 

► Excellent  Food,  supervised  by  Dietitian 

► 24  Hour  Service 

► Flexible,  Reasonable  Rates 

NILES  NURSING  HOME 

INCORPORATED 

32  Blackstone  Boulevard,  Providence 
PL  4178  — PL  3485 


of  B . K . Hart 


on  sale  at  THE  BOOK  SHOP 
5 Grosvenor  Building,  Providence,  R.  I. 


ROGER  WILLIAMS  PRESS  - E.  A.  JOHNSON  CO. 


THE  “SULFA”  DRUGS 

In  1937  sulfanilamide  became  available  generally 
and  proved  to  be  extremely  useful  in  the  treatment 
of  infections  due  to  B.  hemolytic  streptococci  and 
meningococci.  In  addition,  the  drug  soon  was  be- 
ing employed  in  urinary  tract  infections,  trachoma, 
chancroid,  lymphogranuloma  venereum,  and  cer- 
tain cases  of  gas  gangrene,  and  it  demonstrated 
some  benefit  in  gonorrhea,  undulant  fever,  and 
actinomycosis.  Approximately  two  years  later  sul- 
fapyridine  was  being  widely  used  in  the  treatment 
of  pneumococcal  infections  and  was  found  to  be 
more  effective  than  sulfanilamide  against  gono- 
cocci. After  only  another  year  sulfathiazole  begun 
to  replace  sulfapyridine  because  it  was  as  effective 
against  pneumococci  and  gonococci,  more  effective 
against  staphylococci,  and  occasioned  fewer  reac- 
tions. In  urinary  tract  infections  sulfathiazole  was 
superior  to  sulfanilamide  in  most  cases.  Now  sul- 
fadiazine is  being  introduced  and  it  has  the  advan- 
tage of  a lower  index  of  toxicity,  which  makes 
possible  the  maintenance  of  high  blood  levels. 

This  group  of  drugs  has  become  exceedingly 
widely  employed.  Soon  there  will  be  only  a small 
proportion  of  the  general  population  which  has  not 
received  one  of  them  as  treatment  of  some  variety 
of  infection  (South.  M.  J.,  34  :1214,  1941).  It  be- 
hooves the  physician  to  choose  carefully  the  most 
specific  and  least  toxic  one  for  his  case.  A wide 
variety  of  dosage  forms  have  been  made  available 
by  Eli  Lilly  and  Company. 


PHYSICIANS  DIRECTORY 
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Eye,  Ear,  Nose  and  Throat 

FRANCIS  L.  BURNS,  M.D. 

Ear,  Nose  and  Throat 

Office  Hours  — 1:00-5:00  P.  M. 
and  by  appointment 

382  Broad  Street  Providence 


FRANK  W.  DIMMITT,  M.D. 

Eye,  Ear,  Nose  and  Throat 
78  Waterman  Street  Providence,  R.  I. 

Hours:  By  appointment 


JOS.  L.  DOWLING,  M.D. 

Practice  limited  to 
Diseases  of  the  Eye 

57  Jackson  Street  Providence,  R.  I. 

1-4  and  by  appointment 


RAYMOND  F.  HACKING,  M.D. 
Practice  limited  to  diseases  of  the  eye 
105  Waterman  Street  Providence,  R.  I. 


GORDON  J.  McCURDY,  M.D. 

Ear,  Nose  and  Throat 
Bronchoscopy  and  Esophagoscopy 
Hours,  by  appointment 
Phone  DExter  5550 

198  Angell  Street  Providence,  R.  I. 


BENJAMIN  FRANKLIN  TEFFT,  M.D. 
Ear,  Nose  and  Throat 

185  Washington  Street  West  Warwick,  R.  I. 
Hours  by  appointment  Phone  Valley  229-R 


HERMAN  A.  WINKLER,  M.D. 

Ear,  Nose  and  Throat 
224  Thayer  Street,  Providence  R.  I. 
Hours  by  appointment  Call  GAspee  4010 


Cardiology 

CLIFTON  BRIGGS  LEECH,  M.D. 
Practice  limited  to 

Diseases  of  the  Heart  and  Circulatory  System 
Hours  by  appointment 
Phone  GAspee  5171 
Residence,  Warren  1191 
82  Waterman  Street  Providence,  R.  I. 

Dermatology 

WILLIAM  B.  COHEN,  M.D. 

Practice  limited  to 
Dermatology  and  Syphilology 
Hours  2-4  and  by  appointment 
105  Waterman  Street  Providence,  R.  I. 


VINCENT  J.  RYAN,  M.D. 

Practice  limited  to 
Dermatology  and  Syphilology 
Hours  by  appointment  Call  GA  4313 

198  Angell  Street,  Providence,  R.  I. 


CARL  D.  SAWYER,  M.D. 

Practice  limited  to 
Dermatology  and  Syphilology 
Hours  by  appointment 

182  Waterman  Street  Providence,  R.  I. 

MALCOLM  WINKLER,  M.D. 

Practice  limited  to 
Dermatology  and  Syphilology 
Hours  by  appointment  Call  DExter  0105 

105  Waterman  Street,  Providence,  R.  I. 

Genito-Urinary 

VINCENT  J.  ODDO,  M.D. 

Practice  limited  to 
Urology  and  Urological  Surgery 
Hours:  2-4  and  7-8  and 
by  appointment 

322  Broadway  Providence,  R.  I. 

X-Ray 

JACOB  S.  KELLEY,  M.D. 

Practice  limited  to  all  branches  of 
Roentgenology 

Special  attention  given  to  bedside  work 
153  Smith  Street  Providence,  R.  I. 

Hours:  10  to  4 and  by  appointment 
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MEDICAL  OFFICES  FOR  RENT 


Medical  Building,  Providence,  R.  I. 
105  Waterman  St.  — 3-room  suite 
203  Thayer  St.  — 2 rooms 

George  Paul  Slade  GAspee  7730 


Massage 

MISS  RACHEL  LEE  FITZGERALD 

Swedish  Massage 
Corrective  Exercises 

Telephone:  Warren  1015 

Massasoit  Ave.  Barrington,  R.  I. 

Druggist 

J.  E.  BRENNAN  & COMPANY 
Leo  C.  Clark,  Prop. 

APOTHECARIES 

5 North  Union  Street  Pawtucket,  R.  I. 

Sheldon  Building 

5 Registered  Pharmacists 


“We  guarantee  our  appliances  to  fit” 

Abdominal  Belts  Trusses,  Corsets 

Sacro  Iliac  Belts  Elastic  Stockings 

Spinal  Braces  Wheel  Chairs 

Hospital  Beds,  Arch  Supports  Etc. 

Male  and  Female  Attendants 
Phone  Dexter  8980 

H.  MAWBY  CO.,  INC. 

Makers  of  Surgical  Appliances 

63  Washington  St.  Providence,  R.  I. 
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POSTSCRIPT 

Dr.  Herman  C.  Pitts,  about  whom  some  lauda- 
tory remarks  were  made  in  our  last  issue,  has  been 
doing  it  again.  He  has  recently  been  elected  Presi- 
dent of  the  American  Society  for  the  Control  of 
Cancer,  a post  held  in  the  past  by  such  men  as 
Robert  B.  Greenough  and  James  Ewing.  Once 
again  we  express  our  pride  in  our  fellow-member. 
Read  the  advertisement  of  his  organization  in  our 
front  pages  calling  your  attention  to  the  big  drive 
going  on  this  month. 
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Milk 

Realizing  that  pure  wholesome  fluid 
milk  is  a vital  necessity  to  the  maintenance 
of  good  health  in  this  time  of  emergency, 
we  of  the  Hood  Company  will  do  every- 
thing in  our  power  to  continue  supplying 
Rhode  Island  families  with  the  same  high 
quality  dairy  products  they  have  received 
in  the  past. 

Naturally  there  will  be  sacrifices  for  all 
of  us,  and  we  pledge  our  cooperation  in  any 
sound  plan  that  will  help  to  gain  the  ulti- 
mate Victory. 

H.  P.  Hood  & Sons 

135  Harris  Aye.  Providence,  R.  I. 


SANITARY  CONTROL  OF  DEXTRI-MALTOSE  • (no.  i of  a series) 


One  of  many  3,000-gallon 
converters  in  which  Dextri- 
Maltose  is  processed.  Interior 
being  thoroughly  cleansed  by 
hand  prior  to  steam  sterilization. 


Steaming  under  20  pounds’ 
pressure  assures  sterility  of  the 
huge  converters  for  processing 
Dextri-Maltose. 


0 


Sanitary  piping — short 
lengths  and  readily  detachable 
— is  used  for  conveying  Dextri- 
Maltose.  Sections  of  pipe  being 
cleansed  prior  to  sterilization  by 
live  steam  pressure. 


Ail  Dextri-Maltose  Equipment 

Is  Sterilized  by  Live  Steam  Pressure 


PHYSICIANS  frequently  express  surprise  that  the 
cleansing  and  steaming  of  equipment  for  manu- 
facture of  Dextri-Maltose  produces  sterility  com- 
parable to  that  in  hospitals.  Huge  autoclaves  in  the 
Mead  Johnson  factory  steam-sterilize  the  smaller 
equipment,  and  live  steam  is  forced  under  pressure 
into  storage  and  processing  tanks.  This  is  but  one  of 
many  precautions  taken  to  make  Dextri-Maltose  a 
carbohydrate  safe  for  infants.  Unremitting 
care  in  laboratory  and  factory  has  resulted 
in  a product  which  over  a 4-year  period 
has  had  an  average  bacterial  count  well 
under  100  per  gram!  Every  step  in  the 
process  of  making  Dextri-Maltose  is  under 
the  eyes  of  competent  bacteriologists. 


Movable  equipment  used  in  the 
manufacture  of  Dextri-Maltose  is 
sterilized  in  large  hospital-type  auto- 
ciaves  at  20  pounds’  steam  pressure 
(259°F.  for  20  minutes). 

0 Steam  at  20  pounds’  pressure 
sterilizes  Dextri-Maltose  filter  presses 
which  remove  protein  and  fat. 


MEAD  JOHNSON  & COMPANY,  EVANSVILLE,  INDIANA,  U.  S.  A. 


Please  enclose  professional  card  when  requesting  samples  of  Mead  Johnson  products  to  co-operate  in  preventing  their  reaching  unauthorized  persons 
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131st  ANNUAL  MEETING 

1942 

RHODE  ISLAND  MEDICAL  SOCIETY 

Wednesday,  June  3 

All  day  clinics  and  meetings 
5:30  to  6:30,  Social  Hour  at  Agawam  Hunt 
members,  wives  and  guests  invited 

Thursday,  June  4 

All  day  clinics  and  meetings 
7:00  P.  M.  Annual  Dinner  at  Agawam  Hunt 

For  full  program,  see  page  111 

AMA  SESSION,  JUNE  8- 1 2 - ATLANTIC  CITY 
TABLE  OF  CONTENTS,  PAGE  II-INSIDE  FRONT  COVER 
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EXHIBITORS  FOR  THE  1942  RHODE  ISLAND 
MEDICAL  SOCIETY  MEETING 


THE  BORDEN  COMPANY 

New  York,  New  York 

BOSS  & SEIFFERT  COMPANY,  INC. 

Providence,  Rhode  Island 

DAVIES,  ROSE  & COMPANY,  LTD. 

Boston,  Massachusetts 

DOHO  CHEMICAL  CORPORATION 

New  York,  New  York 

EASTERN  SCIENTIFIC  COMPANY 

Providence,  Rhode  Island 

MEAD  JOHNSON  & COMPANY 

Evansville.  Indiana 


NARRAGANSETT  BREWING  COMPANY 

Cranston,  Rhode  Island 

PETROGALAR  LABORATORIES,  INC. 

Chicago,  Illinois 

PHILIP  MORRIS  & COMPANY,  LTD. 

New  York,  New  York 
SCIENTIFIC  SUGARS  COMPANY 
Columbus,  Indiana 

SMITH,  KLINE  & FRENCH  LABORATORIES 

Philadelphia,  Pennsylvania 

JOHN  WYETH  & BROTHER,  INC. 

Philadelphia,  Pennsylvania 


The  Bureau  for  the  Handicapped  of  Providence  will 
have  an  exhibit  illustrating  the  work  of  this  agency  on  the 
library  floor  of  the  Medical  Library. 
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NOT  TOO  RAPIDLY 
U-.  RAPIDLY  ENOUGH 


Mil  fit  H 

Because  the  effectiveness  of  Bismuth  Ethylcamphorate  (injected  intramuscularly) 
endures  a longer  time  than  does  that  of  water  solutions  of  bismuth  salts,  it  makes  possible 
a more  convenient  (weekly)  visit  interval  for  the  patient.  On  the  other  hand,  since  it  is 
more  rapidly  and  completely  absorbed  than  are  oil  suspensions  of  insoluble  bismuth 
compounds,  less  material  in  terms  "of  metallic  bismuth  is  needed  to  maintain  a thera- 
peutic level,  and  danger  tof  toxicity  is  ^minimized. 

Sterile  Solution  Bismuth  Ethylcamphorate  is  the  bismuth  salt  of  ethyl 
camphoric  acid  dissolved  in  sweet  almond  oil.  It  is  available  in 
ooxes  of  six  and  twenty-five  1 cc.  ampoules,  and  in  30  cc.  vials. 
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Gesitiljie&  Milk. 

. . . the  only  milk  produced  under  complete  supervision 
of  the  Medical  Profession 

Specify  FAIROAKS  FARM  Certified  Milk, 

Produced  in  Rhode  Island 

AVAILABLE  RAW  OR  PASTEURIZED 

Deliveries  in  Providence  and  Vicinity  and  at  Shore  Points 
VISIT  THE  FARM  AND  SEE  FOR  YOURSELF 

FAIROAKS  FARM 

Mrs.  B.  M.  Smith,  Pres.  Lincoln/  R*  I*  O.  E.  Batchelder,  Mgr. 


U.  S.  GOVERNMENT  SURVEY  ON  DEAFNESS 

The  greatest  scientific  event  in  the  history  and  field  of  deafness  ...  a nation  wide  laboratory  test 
by  the  United  States  Government  Public  Health  Service. 

FACTS  OBTAINED  FROM  THIS  SURVEY  DETERMINED  THE  SPECIFICATIONS  FOR 

radIo^mplItied  Symphonic  AC0USTIC0I1 

ALSO  NEW  AND  REVOLUTIONARY  METHOD  OF  FITTING 

REPRESENTED  IN  PROVIDENCE  BY 
H.  S.  EVANS  510  HOSPITAL  TRUST  BUILDING 

Secure  copy  of  "Deafness  Patterns"  ...  a treatise  for  the  medical  profession 


PHYSICIANS  - HOSPITALS  - DRUGGISTS 

We  manufacture  a complete  line  of  LABELS,  R BLANKS,  PHYSICIANS  FOLDING, 
CARTONS,  PILL  and  POWDER  BOXES,  ENVELOPES,  PRINTED  STATIONERY,  ETC. 


Order  from  your  logical  source  of  supply  THE  FACTORY 

T.  JAMES  CLARKE  BOX  and  LABEL  WORKS,  INC. 
JAMESTOWN,  N.  Y. 


Plant  No.  1 
38-40  Charles  St. 


Plant  No.  2 
47-53  Norwood  Ave. 


62  Chauncy  Street 


NEW  ENGLAND  REPRESENTATIVE 

BERT  MENCKE  South  Weymouth,  Mass. 


/foe  28om€/i  d5owe/ 


The  various  muscular  elements  of  the  large  bowel  normally 
function  in  synchronized  unity  to  maintain  intestinal  motility 
and  effect  defecation.  In  the  actual  process  of  evacuation, 
the  sphincter  muscles  relax  while  the  rectal  musculature  and 
the  levator  ani  contract  to  achieve  expulsion.  In  conditions 
where  excessive  dehydration  exists  or  where  stools  become 
hard  and  dry  from  delay  in  emptying  of  the  bowel,  an 
abnormal  strain  is  required  to  move  the  contents  of  the 


bowel.  The  increased  effort  to  move  the  hardened  intestinal 
contents  may  produce  tenesmus.  The  management  of  consti- 
pation in  such  cases  seems  to  indicate  a gentle  softening  of 
the  stool  with  an  agent  such  as  Petrogalar.  This  softening 
effect  helps  restore  normal,  comfortable  bowel  movement. 

Petrogalar  is  palatable  and  easy  to  take.  It  does  not  tend  to 
become  habit-forming  with  continued  use. 


MINERAL  OIL  AND  WATER  . 

Plain  mineral  oil  (col- 
ored red)  and  water  can 
be  temporarily  shaken 
into  solution. 


NOT  READILY  MISCIBLE  . . . 

But,  they  separate  im- 
mediately when  shak- 
ing ceases.  Mineral  oil 
often  seeps  ineffectively 
through  the  colon. 


Petrogalar  mixes  readily  with  fluids. 
Advantages : 

1.  Easy  to  take. 

2.  Even  dissemination  of  fluid  in  the  bowel. 

. Effective  penetration  and  softening  of 
hard,  dry  stools. 


PETROGALAR  AND  WATER  . . 

Suspension  of  oil  in 
water  assures  easy  misci- 
bility of  Petrogalar  with 
water  and  other  fluids. 


Petrogalar 

Trade  Mark.  Petrogalar  is  an  aqueous  suspension  of  pure  min- 
eral oil  each  100  cc.  of  which  contains  65  cc.  pure  mineral 
oil  suspended  in  an  aqueous  jelly  containing  agar  and  acacia. 

Petrogalar  Laboratories,  Inc. 


A FINE  SUSPENSION 
OF  OIL  IN  WATER 

Efficient  treatment  of 
constipation  is  more 
readily  assured  with 
Petrogalar. 


Why  let  a busy  mother 
upset  your  formula  balance? 


The  optimal  nutrition  which  your  baby 
feeding  prescriptions  provide  . . . may  be 
lost  through  errors  in  formula  preparation. 

For  even  the  best-intentioned  mothers  may 
make  mistakes  in  measuring.  Or  leave  out  im- 
portant supplements.  Or  fail  to  follow  instruc- 
tions completely. 

Biolac  makes  such  formula  errors  all  but  im- 
possible, because: 

1.  Formulas  are  made  by  simply  diluting 
Biolac  with  water. 

2.  Biolac  provides  completely  for  all  the 
nutritional  requirements  of  early  infancy 
except  for  vitamin  C. 

3.  No  supplementary  formula  ingredients 
are  necessary. 


4.  The  adequate  carbohydrate  content  of 
Biolac  is  processed  in  the  milk,  is  in  equi- 
librium and  is  sterile. 

5.  The  nutritional  completeness  of  Biolac 
is  guaranteed  by  strict  laboratory  control 
of  manufacturing  operations  and  assays  of 
product  composition  which  are  recognized 
in  its  A.M.A.  Council  acceptance. 

Thus  in  prescribing  Biolac  you  have  these 
extra  assurances  that  your  babies  will  actually 
receive  in  their  formulas  the  optimal  nutri- 
tion you  prescribe. 

Biolac  nutritional  values  equal  or  exceed 
recognized  standards.  For  complete  informa- 
tion, write  Borden’s  Prescription  Products 
Division,  350  Madison  Ave.,  New  York,  N.  Y. 


Biolac  is  prepared  from  whole  milk,  skim  milk,  lactose,  vitamin  B,,  concentrate  of  vitamins  A 
and  D from  cod  liver  oil,  and  ferric  citrate.  It  is  evaporated,  homogenized,  and  sterilized. 


Visit  our  booth  No.  13  at  the  Providence  meeting 
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The  REAL  IMPORTANCE 

IN  CIGARETTE 


Less  nicotine  in  the  smoke  of 
SLOWER-BURNING  CAMELS 

than  in  that  of  the  4 other  largest-selling  brands 
tested  — less  than  any  of  them  — according  to  in- 
dependent scientific  tests  of  the  smoke  itself! 


— when  you  are  advising 
patients  on  the  brand 
of  cigarette  to  smoke 

MAJOR  scientific  opinion  agrees  on 
3 facts  about  cigarette  smoking— 

1.  Nicotine  is  the  chief  component  of 
pharmacologic  and  physiologic  signifi- 
cance in  cigarette  smoke. 

2.  Nicotine  is  important  to  the  smoker 
only  in  the  smoke. 

3.  Available  medical  research*  indi- 
cates, and  Camel's  scientific  tests  on 
hundreds  of  samples  show  (see  pic- 
tures), that  a slower-burning  cigarette 
produces  less  nicotine  in  the  smoke. 

Then  here  is  the  important  question: 


CAMEL 


THE  CIGARETTE  OF  COSTLIER  TOBACCOS 


OF  LESS  NICOTINE 
SMOKE 

Is  a reduction  of  nicotine  in  the  smoke 
itself  of  real  physiologic  importance  to  a 
regular  Camel  smoker? 

A prominent  physician  states  in  an 
important  article**  on  smoking,  that 
when  injections  of  nicotine  were  in- 
creased by  only  25%,  profound  changes 
in  blood  pressure  occurred. 

The  “ Pleasure  Factor” 

In  addition  to  a desirable  reduction  in 
nicotine  intake,  Camel  offers  another 
big  advantage— a bid  for  patients’  coop- 
eration in  a program  of  smoking  modifi- 
cation. Camel  is  the  slower-burning  ciga- 
rette for  more  mildness,  coolness,  flavor! 


SEND  FOR  REPRINT  of  an  important  contribution  to  medical  literature— “The  Ciga- 
rette, The  Soldier,  and  The  Physician,”  The  Military  Surgeon,  July,  1941.  This  significant 
analysis  reveals  many  new  angles  about  smoking  that  should  be  valuable  to  you 
when  modifying  patients’  smoking  without  disturbing  their  smoking  enjoyment.  Write  to 
Camel  Cigarettes,  Medical  Relations  Division,  1 Pershing  Square,  New  York  City. 

Name 

Street 

City State 


In  the  same  tests,  Camel  burned  SLOWER 
than  any  of  the  4 other  largest-selling  brands 
tested. 


* J.A.M.A.,  93:1110 -October  12,  1929 
Bruckner,  H — Die  Biochemie  des  Tabaks,  1936 
**The  Military  Surgeon,  Vol.  89,  No.  1,  p.  7, 
July,  1941 
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HOME 

INSULATION 

Kelley  Ice  Cream  Company, 

JOHNS-MANVILLE 

Inc. 

Approved  Contractors 

103  Dike  Street 

• Pneumatic  Method 

PROVIDENCE,  R.  I. 

• Supervised  Installations 

• Modern  Equipment 

• Experience 

0=2 

Surveys  & Engineering  Service 
Without  Obligation 

Serving  the  public  for  over  a 

EST.  1905 

quarter  of  a century  with  a 

H.  1 COVERING  CO. 

GRADE  A dairy  product. 

351  S.  MAIN  ST.  GAspee  1614 

"The  Use  of  Motion  Pictures  in  the 

Health  Footwear  Inc. 

Providence  • Worcester 

SHOE  PRESCRIPTION  SPECIALISTS 
Featuring 

Wilbur  Coon  Shoes  for  Women 

Medical  and  Dental  Professions 
is  increasing  rapidly.” 

SEE 

Sahel  Corrective  Shoes 

WESTCOTT,  SLADE  S. 

Special  Shoes  for  Club  Feet  and 
Infantile  Brace  Cases 

BALEOM  EnMPAIVY 

• Completely  equipped  to  fit  with 
exactness  any  and  all  prescrip- 
tions for  orthopedic  footwear. 

Whatever  your  requirements  in 
siloes,  try  Health  Footwear  service. 

Cameras  — Film  — and  Supplies 

• Suggestions  from  the  medical  pro- 
fession as  to  how  we  can  cooperate 
are  welcome.  Phone  GAspee  8627 

Sound  and  Silent 

and  one  ot  our  fitters  will  be  glad 
to  call  at  your  office  and  outline 
our  service. 

Fittings  of  course  are  guaranteed 

95  EMPIRE  ST.,  PROVIDENCE,  R.  I. 

Health  Footwear  Inc. 

76  Dorrance  St.  Providence 

Opp.  J.  A.  Foster  Co.,  Jewelers 
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Q.  w e’re  fond  of  canned  fish  at  our  house.  But  will  it  give  us 
good  proteins? 

A.  Yes.  Ca  nned  fish  products  may  well  be  included  regularly  in 
your  menus,  not  only  because  they  supply  good  protein,  but 
also  because  they  supply  valuable  minerals  and  vitamins  as 
well,  (l) 

American  Can  Company,  230  Park  Avenue,  New  York,  N.  Y. 


(0  1926.  U.  S.  Dept,  of  Commerce,  Bureau  of  Fisheries, 
Document  No.  1000. 

1934.  U.  S.  Pub.  Health  Reports  49,  754. 

1937.  U.  S.  Dept.  Agr.  Misc.  Publ.  No.  275. 

1938.  Food  Research  3,  549. 

1939.  U.  S.  Dept,  of  Commerce,  Bureau  of  Fisheries 
Investigational  Report  No.  41. 


The  Seal  of  Acceptance  denotes  that  the  nutri- 
tional statements  in  this  advertisement  are  accept- 
able to  the  Council  on  Foods  and  Nutrition  of  the 
American  Medical  Association. 


AMERICAN  CAN  COMPANY 

230  Park  Avenue,  New  York,  N.  \ . 


XII 


ANESTHETIC  GASES 

(Medical) 

Nitrous  Oxid 

Oxygen 

Carbon  Dioxid 

Carbon  Dioxid  - Oxygen 

Helium  - Oxygen 

Cyclopropane 


Complete  Apparatus 
lor  Administration 


SMITH-HOLDE  XT 

COMPANY  JN 

DExter  0742 


INormaliy,  the  hematopoi- 
etic system  is  charged  with 
the  replacement  of  an  esti- 
mated trillion  red  blood 
cells  that  are  lost  daily!  The 
bone  marrow  must  coun- 
teract this  internal  blitz- 
krieg. It  must  have  raw 
materials:  iron,  protein, 
vitamin  B-complex,  the 
"anti-pernicious  anemia 
factor,"  etc. 


VITONIN  WITH  LIVER 


c4ul/io?ijed 


Se 


zr/Lce. 


Headquarters  for 


HEMO-VITONIN  is  especially  designed  as  a pro- 
phylactic, intended  to  prevent  anemia  in  conditions 
where  it  is  prone  to  occur;  pregnancy,  lactation, 
anorexia,  acute  and  chronic  infectious  disease,  con- 
valescence, gastro-intestinal  disorders  (diarrheas, 
chronic  gastritis,  peptic  ulcer,  etc.),  special  diets. 


"CAMP’S”  SURGICAL  SUPPORTS 

FOR  MEN,  WOMEN  AND  CHILDREN 

Madame  Tougas,  Expert  Corsettiere  and  "Sur- 
gical Fitter”  has  her  Certificate  from  "Camp’s” 
Surgical  Schools  in  Prenatal,  Post  Natal  Care, 
Hernias,  Visceretopsis  Sacro-illiac,  Orthopedics 
Braces  and  Supports.  She  is  the  only  "Author- 
ized” Camp  Service  Representative  in  Newport, 
Rhode  Island. 

258  Broadway,  Newport,  R.  I. 
Phone  3434 

Her  Fittings  are  recommended  by 
Leading  Doctors 

Surgical  Elastic  Hosiery  also  made  to  order. 


Each  fluid  ounce  of  Hemo-Vitonin  contains: 

Alcohol,  14% 

Liver  Concentrate  equivalent  to  50  grams  Fresh  Liver 
Vitamin  B]  (Thiamin  Chloride),  218  Int'l.  Units 
Vitamin  B_>  (Riboflavin),  340  Gamma 
Vitamin  Bn,  220  Gamma 
Pantothenic  Acid,  1.2  Milligram 
Nicotinic  Acid,  8 Milligrams 
Colloidal  Iron  Peptonate,  6.5  Grains 


Dosage:  Children,  1 teaspoonful  3 or  4 times  a 
day.  Adults,  2 teaspoonfuls  3 or  4 times  a day. 
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WmtUnap  Chemical  Company,  One}. 


IOCAL  anesthesia  with  Novocain  has  been 
a induced  for  countless  numbers  of  major 
and  minor  operations.  Novocain  has  stood  the 
test  of  time,  having  clearly  demonstrated  its 
efficiency  and  relatively  high  safety. 

The  strength  of  solutions  required  for  various  types  of  injections  has 
been  standardized  by  extensive  experience  as  follows:  for  infiltration 
0.5  per  cent  solution;  for  blocking  nerve  trunks  1 per  cent  solution; 
for  spinal  anesthesia  a total  dose  of  from  50  mg.  to  200  mg.  (or  the 
equivalent  10  per  cent  solution,  further  diluted  with  spinal  fluid). 

Novocain  is  available,  with  and  without  Suprarenin*,  in  various  sized 
ampules  containing  several  concentrations  and  in  tablets  of  different 
formulas.  Few  preparations  are  supplied  in  such  a large  variety  of 
convenient,  ready-to-use  forms. 

^'Suprarenin  (trademark),  brand  of  synthetic  epinephrine. 


Write  for  copy  of  "Novocain— Its  Use  as  a Local  Anesthetic  for  General 
Surgery’’  which  describes  numerous  procedures  of  local  anesthesia,  pro- 
fusely illustrated  with  drawings  made  in  the  clinic  by  a physician  artist. 
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NOVOCAIN 

Reg.  U.  S.  Pat.  Off.  & Canada 

Brand  of  PROCAINE  HYDROCHLORIDE 


Pharmaceuticals  of  merit  tor  the  physician 


NEW  YORK.  N.  Y. 


WINDSOR.  ONT. 
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111%  W\  L induces  sound  restful 
sleep  closely  resembling  the  normal. 
By  dulling  the  consciousness  of  phy- 
sical and  mental  discomfort  it  helps 
the  patient  rebuild  vital  resources. 
Dosage  is  small . . . absorption  and 
elimination  rapid  . . . and  cumula- 
tive effects  avoidable  by  proper  dos- 
age regulation. 


HOW  SUPPLIED 

IPRAL  CALCIUM  (calcium  ethyliso- 
propylbarbiturate)  in  2-grain 
tablets  and  in  powder  form  for 
use  as  a sedative  and  hypnotic. 
% grain  tablets  for  mild  seda- 
tive effect  throughout  the  day. 

IPRAL  SODIUM  (sodium  ethyliso- 
propylbarbiturate)  in  4-grain 
tablets  for  pre-anesthetic  med- 
ication. 


For  literature  address  the  Professional 
Service  Department,  E.  R.  Squibb  & Sons, 
745  Fifth  Avenue,  New  York,  N.  Y. 
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vasoconstrictor 
circulatory  stimulant 


hemostatic 

resuscitant 


THE  HORMONE  THAT  DOCTORS 
FORGET  IS  A HORMONE 


ADRENALIN  CHLORIDE  SOLUTION 
1:1000 


Although  Adrenalin*  was  the  first  hormone  to 
be  isolated  in  pure  form,  it  is  seldom  used  to 
relieve  hormone  deficiency.  Its  many  common 
and  important  uses  based  on  its  characteristic 
actions — as  a vasoconstrictor,  circulatory  stimu- 
lant, and  hemostatic — have  tended  to  obscure 
its  endocrine  origin. 

Injected  hypodermically,  Adrenalin  is  one  of 
the  best  and  probably  the  most  widely  used 
of  agents  for  rapid  relief  from  asthmatic  par- 
oxysms. Applied  locally,  it  is  of  value  in 
hemorrhage  of  accessible  mucous  membrane 
areas . . . Adrenalin  (Epinephrine  U.S.P.)  finds 
favor  in  the  prevention  and  treatment  of 
allergic  reactions  due  to  injection  of  bio- 
logicals  or  arsenicals. 

Adrenalin  is  the  pure,  natural,  100%  active 
hormone  of  the  adrenal  medulla.  Adrenalin  is 
produced  solely  by  Parke,  Davis  & Company. 

When  a crisis  occurs,  use  Adrenalin. 

*TRADE  HARK  KEG.  U.  S.  PAT.  OFF. 


A product  of  modern  research  offered  to  the 
medical  profession  by 

PARKE,  DAVIS  & COMPANY 

DETROIT  MICHIGAN 


Reproduced  from  the  1833  edition  of 
"Anatomy  of  the  Human  Body"  as 
drawn  by  the  master  artist-anatomist 
and  surgeon.  Sir  Charles  Beil.  He  depicts 
the  "Scheme  of  the  Arterial  System." 
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It  may  take  years  of  experience  to  find  the  best  way 
to  do  a thing.  Take  the  problem  of  sealing  ampoules, 
for  instance.  That’s  a job  that  can  be  done  very  well 
by  hand,  but  it’s  slow  work  when  every  ampoule  must 
be  handled  individually.  The  machine  way  is  best. 
Production  steps  up  when  steel  fingers  are  set  to  mold- 
ing the  smooth  tips  of  heat-softened  glass.  Quality  is 
better,  too,  for  ampoules  sealed  mechanically  rarely 
have  charred  tips  and  black  floaters  to  plague  the 
inspectors.  Lilly  Ampoules  provide  fine  medication  in 
finest  glass  enclosures. 
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MESSAGE  from  the  PRESIDENT 


Rhode  Island  Medical  Society 


HE  committee  on  scientific  work  of  the  Rhode  Island  Medical  Society  is 


hard  at  work  on  the  program  for  the  annual  meeting  to  be  held  in  Provi- 
dence June  3rd  and  4th.  This  program  will  follow  somewhat  the  pattern  of 
previous  years  but  with  some  variations  which  we  hope  will  be  conducive  to 
greater  sociability  enabling  the  members  and  their  friends  to  become  better 
acquainted. 

Morning  clinics  of  a scientific  nature  are  being  prepared  at  the  following 
Hospitals — Rhode  Island,  St.  Joseph’s  and  Charles  V.  Chapin.  As  usual,  the 
afternoon  meetings,  Wednesday  and  Thursday,  and  the  evening  meeting 
Wednesday  will  be  held  at  the  Rhode  Island  Medical  Library.  Already  our 
afternoon  programs  are  largely  arranged  and  on  them  will  appear  not  only 
several  outstanding  members  of  the  Society  but  other  leaders  in  their  fields 
from  out  of  the  State. 

The  purpose  of  the  committee  on  scientific  work  and  other  officers  of  the 
Society  is  to  make  this  meeting  highly  successful  and  one  to  be  pleasantly 
remembered.  We  trust  it  will  prove  to  be  of  value  scientifically  and  pleasure 
socially. 

The  desire  of  the  present  officers  is  to  see  the  Society  take  its  proper  place 
in  the  medical  field  of  the  State.  We  hope  that  in  the  future  the  Society  will 
he  able  to  bring  to  its  members  more  concrete  advantages  and  a more  intimate 
personal  touch.  This  can  only  be  done  through  the  efforts  of  its  officers  and 
various  committees  working  in  closer  collaboration  with  the  members  and 
medical  profession  in  general.  We  take  pleasure  in  stating  that  the  membership 
of  the  Society  today  stands  at  an  all  time  high.  However,  we  should  not  be 
satisfied  with  that.  Our  goal  is  to  enroll  through  the  district  Societies  the 
entire  medical  profession  of  the  State.  Will  not  all  you  members  of  the  Rhode 
Island  Medical  Society  collaborate  with  us  in  achieving  this  goal?  The  time 
of  the  free  lance  has  passed.  What  is  needed  to  protect  our  rights  and  promote 
our  aims  is  close  organization  and  systematic  teamwork. 


Frederic  V.  Hussey 
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NEOPLASTIC  AND  RELATED 
CONDITIONS  IN  THE  BONES 
OF  CHILDREN 

Charles  F.  Geschickter,  M.D. 

Lesions  of  the  bone  in  children  may  be  inflam- 
matory or  metabolic  in  nature  and  if  neoplastic, 
may  be  benign  or  malignant  and  either  primary  or 
secondary  in  origin.  The  cooperation  of  the  pedi- 
atrician with  the  surgeon  or  orthopedist  and  other 
branches  of  the  profession  has  greatly  reduced  the 
incidence  of  infection  and  metabolic  diseases  in 
children,  and  the  incidence  of  neoplasms  of  the  bone 
has  been  relatively  increased. 

Inflammatory  Lesions 

Both  acute  and  chronic  osteomyelitis  may  he  sec- 
ondary to  foci  of  infection  which  give  rise  either 
to  a clinical  or  subclinical  septicemia.  Prompt  treat- 
ment of  the  primary  lesion  and  the  administration 
of  the  sulfonamide  drugs  may  abort  the  infection 
and  make  surgical  procedures  of  the  bone  unnec- 
essary. In  children  under  two  years  of  age  the 
acute  infections  of  hone  may  be  handled  by  the 
administration  of  these  drugs  alone.  With  the  de- 
cline of  acute  infections,  chronic  osteitis  is  seen  more 
frequently  in  children.  These  lesions  are  sometimes 
distinguished  from  sarcoma  of  bone  with  difficulty. 
The  chief  diagnostic  features  are  : ( 1 ) a history  of 
low  grade  infection  or  previous  septicemia,  (2)  the 
recurrence  of  pain,  tenderness  and  fever,  (3)  in 
the  roentgenogram  there  is  widening  of  the  shaft 
of  the  long  hone  due  to  increased  cortical  thicken- 
ing and  an  overlying  periosteal  reaction  which  is 
dense,  sharply  outlined  and  without  a splitting  of 
the  layers  characteristic  of  Ewing’s  sarcoma. 

In  this  group  of  cases  there  is  no  sharp  line  of 
distinction  between  subacute  osteomyelitis  with  an 
eventual  suppuration  and  Garre’s  non-suppurative 
osteomyelitis.  I f there  is  point  tenderness  and  fever, 
and  severe  pain  or  if  there  is  a tendency  to  erosion 
with  the  formation  of  a sequestrum,  it  is  our  policy 
to  explore  the  lesion,  confirm  the  diagnosis  with 
cultures  and  frozen  section,  pack  the  wound  with 
15  gms.  of  sulfathiazole,  and  close  the  wound  with- 
out drainage.  Successful  results  are  achieved  in 
two-thirds  of  these  cases  although  a flare-up  of  pain 
and  tenderness  may  occur  once  or  twice  in  the  next 
three  months.  The  sulfathiazole  therapy  is  con- 


tinued orally  during  the  stay  in  the  hospital  but  not 
thereafter.  In  order  to  lead  to  rapid  calcification 
of  bone  we  administer  three  times  daily  a tablet 
containing  dicalcium  phosphate  12  gr.,  viosterol  500 
units,  and  an  ether  of  stilbestrol  mg.  This  treat- 
ment can  be  continued  for  three  months  regardless 
of  the  sex  without  fear  of  untoward  endocrine 
effects. 

Specific  Infections,  Metabolic  Disturbance  — 
Christian's  Disease 

The  common  metabolic  diseases  of  bone  in  chil- 
dren and  syphilis  and  tuberculosis  are  easily  recog- 
nized, and  fortunately  are  increasingly  rare.  They 
are  rarely  confused  with  neoplasms.  A tuberculosis 
or  syphilitic  dactylitis  is  easily  recognized,  as  well 
as  tuberculosis  about  the  joints  and  syphilitic  epi- 
physis associated  with  periostitis.  Occasionallv, 
however,  a gumma  of  hone  may  give  rise  to  symp- 
toms and  signs  simulating  Ewing’s  sarcoma.  There 
may  be  periosteal  reaction  with  splitting  in  layers 
and  underlying  destruction  of  bone.  However,  if 
the  fundamental  rule  of  including  a Wassermann 
reaction  among  the  diagnostic  procedures  is  ad- 
hered to,  diagnostic  errors  will  be  avoided. 

Among  the  group  of  so-called  metabolic  bone 
diseases,  one  which  simulates  neoplasm  is  worthy 
of  mention.  This  is  Schiiler-Christian’s  disease. 
Christian's  disease  may  be  characterized  by  diabetes 
insipidus,  fever  and  leukocytosis,  and  by  circular 
defects  in  the  skull,  flat  or  long  hones  which  respond 
to  irradiation.  The  osseous  defects  are  the  most 
constant  findings.  The  children  thus  affected  are 
usually  between  the  ages  of  3 and  10.  Palpable 
tumors  are  felt  over  the  bony  defects,  exophthal- 
mos may  be  present  and  erosion  about  the  teeth, 
and  infiltration  of  the  lungs  may  accompany  the 
disease.  In  one  rare  group  of  cases  the  lymph  nodes 
and  the  spleen  may  be  enlarged.  Biopsy  is  indicated 
if  there  is  not  an  accompanying  diabetes  insipidus 
upon  which  to  base  the  diagnosis.  The  microscopic 
pathologic  tissue  contains  numerous  eosinophiles, 
large  phagocytes  resembling  Dorothy  Reed  cells  and 
dense  lymphoid  tissue.  The  response  to  irradiation 
is  rapid  and  the  treatment  of  lesions  as  they  develop 
with  divided  doses  of  deep  x-ray  therapy  is  the 
treatment  of  choice.  If  diabetes  insipidus  is  present 
posterior  pituitary  powder  should  be  snuffed  into 
the  nostrils  once  or  twice  daily  to  control  this 
symptom. 
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Gaucher’s  Disease 

This  is  a congenital  malady  which  is  slow  to 
develop  clinical  manifestations.  It  produces  splen- 
omegaly, rheumatic  pains  in  the  long  bones  and  pig- 
mentation of  the  skin.  The  reticulo-endothelial 
system  stores  a lipoid-kerasin  which  is  apparently 
the  etiologic  factor.  The  long  bones  of  the  lower 
extremities  and  those  of  the  pelvis  are  affected 
most  frequently.  The  femurs  have  a characteristic 
flared  and  rarefied  appearance,  usually  compared  to 
an  Erlenmeyer  flask.  The  affected  cortex  is  narrow 
and  wavy  in  outline,  the  cancellous  structures  are 
rarefied  and  pathologic  fracture  may  occur.  There 
is  no  periosteal  reaction  unless  fracture  takes  place. 
Small  areas  of  bone  destruction  in  the  medullary 
cavity  may  be  mistaken  for  osteomyelitis. 

The  microscopic  appearance  of  the  lesions  is 
characteristic.  Large  phagocytes  varying  from  20 
to  100  microns  in  diameter  with  a vesicular  nucleus 
and  a finely  granular  or  refractile  cytoplasm  are 
embedded  in  a stroma  of  reticulum  cells  and  lym- 
phocytes. 

Osteochondroma 

The  most  common  tumors  of  bone  are  the  benign 
osteochondromas.  These  tumors,  often  referred  to 
as  exostoses,  produce  bony  outgrowths  near  the 
ends  of  the  large  hones,  which  are  exaggerations 
of  normal  bony  protuberances  forming  the  attach- 
ments for  important  ligaments  and  tendons.  Al- 
though such  growths  are  commonly  discovered  in 
young  adults  of  14  to  25  years,  and  grow  during 
adolescence,  the  tumors  in  most  instances  have  a 
congenital  origin.  Gradual  growth  unaccompanied 
by  severe  symptoms  is  the  rule.  Mild  pain,  stiffness 
or  swelling  alone  is  present,  and  many  of  these 
cases  are  accidentally  discovered  on  roentgeno- 
graphic  examination.  The  tumor  is  hard,  nodular 
and  fixed  to  the  underlying  bone.  The  x-ray  picture 
shows  a cauliflower-like  mass  with  a lobulated 
translucent  top  and  beneath  an  osseous  pedicle  or 
base  which  fuses  with  normal  cortical  and  cancel- 
lous hone. 

A single  osteochondroma  of  moderate  size  with 
slow  growth  and  few  symptoms  may  be  left  un- 
treated. It  is  well  to  have  an  x-ray  examination  to 
check  the  growth  every  year  or  so.  Simple  excision 
may  be  performed  for  the  osteochondromas  which 
produce  pain  or  dysfunction.  Osteochondromas 
are  not  influenced  by  irradiation. 


Benign  Chondroma 

Benign  chondromas,  chondromyxomas  or  en- 
chondromas  occur  centrally  in  the  small  bones  of 
the  hands  or  feet  and  are  occasionally  seen  in  the 
spine,  in  the  ribs  or  in  the  sternum.  Other  sites  are 
exceedingly  rare.  Usually  a phalanx  or  a finger 
in  an  adult  is  affected  but  multiple  lesions  of  this 
character  with  or  without  the  complication  of  mul- 
tiple exostoses  may  be  found  in  children.  There 
may  be  a family  history  of  the  condition.  Expan- 
sion and  thinning  of  the  cortex  occurs  with  a mild 
degree  of  pain.  In  the  roentgenogram  a character- 
istic central  translucent  area  is  depicted.  A frayed 
shell  of  bone  overlies  the  central  mass,  which  is 
traversed  by  one  or  more  longitudinal  trabeculae. 
Small  dense,  calcareous  particles  are  usually  visible 
in  the  tumor.  When  the  presence  of  a solitary 
chondroma  is  suspected  in  any  hone  outside  of  the 
phalanges  or  metacarpals,  roentgenograms  should 
also  be  made  of  the  hands  and  feet.  Occasionally, 
these  will  show  longitudinal  areas  of  rarefaction 
with  irregularities  of  the  overlying  cortex,  indicat- 
ing the  presence  of  congenital  cartilaginous  rests. 
Chondromas  of  the  small  bones  of  the  hand  or  foot 
(exclusive  of  the  ox  calcis  and  astragalus)  may  be 
cured  by  thorough  excision  or  curettage  followed 
by  cauterization  with  50  per  cent  zinc  chloride. 
On  the  other  hand  it  is  extremely  dangerous  to 
remove  cartilaginous  growths  of  the  larger  bones 
unless  the  entire  area  can  be  safely  resected.  In 
these  larger  bones  the  tumor  will  recur  rapidly, 
will  transplant  in  the  surrounding  tissues  and  even- 
tually metastasize  if  incomplete  surgery  is  em- 
ployed. These  growths  are  not  radiosensitive. 

Benign  Bone  Cyst 

In  children  under  fifteen  years  of  age  a benign 
bone  cyst  occurring  in  the  upper  metaphysis  of  the 
humerus,  femur  or  tibia  is  one  of  the  commonest 
tumors  of  the  hone.  Frequently  pathologic  fracture 
is  the  first  indication  of  the  presence  of  the  disease. 
Mild  pain  or  dysfunction  running  a chronic  course 
over  a period  of  two  or  more  years  may  be  elicited 
in  taking  a careful  history.  When  roentgenograms 
are  made  a central  defect  appears  in  the  film  sur- 
rounded by  an  intact  and  symmetrically  expanded 
cortex.  The  cavity  in  the  bone  is  traversed  by  irreg- 
ular trabeculae  of  dense  fibrous  tissue.  When  a 
pathologic  fracture  is  present  signs  of  re-ossifica- 
tion  are  seen.  Exploration  discloses  a cyst  contain- 
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ing  fluid  enclosed  by  a wall  of  osseous  and  fibrous 
tissue. 

Cysts  immediately  adjacent  to  the  epiphyseal  line 
on  the  shaft  side  which  have  been  present  for  less 
than  a year  show  an  even  greater  amount  of  vas- 
cularity and  more  numerous  giant  cells  than  are 
seen  in  polycystic  osteitis  fibrosa.  These  giant  cell 
variants  of  hone  cysts  are  to  be  distinguished  from 
true  giant  cell  tumor  by  their  occurrence  on  the  shaft 
side  of  the  epiphysis  in  patients  under  twenty.  The 
prognosis  is  far  better  than  in  a case  of  typical 
giant  cell  tumor  and  the  patient  will  respond  more 
readily  to  deep  x-ray  therapy. 

A typical  bone  cyst  discovered  in  the  shaft  of  a 
long  bone  of  a child  as  a result  of  pathologic  frac- 
ture may  be  treated  by  simple  splinting  until  reossi- 
fication and  healing  are  secured.  Recurrence  may 
take  place  but  such  recurrence  may  also  follow 
simple  curettement.  If  the  lesion  is  explored  the 
lining  should  be  stripped,  the  shell  of  bone  crushed 
and  the  cavity  obliterated  with  bone  chips.  The 
patient  should  take  increased  amounts  of  calcium, 
prosphorous  and  Vitamin  D.  The  giant  cell  variant 
of  the  bone  cyst  responds  well  to  deep  x-ray  ther- 
apy in  moderate  dosage. 

Ewing’s  Sarcoma  or  Endothelial  Myeloma 

Ewing’s  tumor  is  a neoplasm,  occurring  in  the 
first  two  decades  of  life,  which  involves  most  fre- 
quently the  shaft  of  the  tibia  or  femur  and  which 
may  unltimately,  metastasize  to  other  bones.  The 
disease  never  primarily  involves  an  epiphysis.  It 
shows  the  usual  malignant  symptoms  for  sarcoma 
of  bone — pain  and  tumor,  followed  by  dysfunction, 
extending  over  a period  averaging  thirteen  months, 
and  may  give  the  systemic  reactions  of  fever  and 
leukocytosis.  In  the  roentgenogram  the  disease  is 
first  seen  to  widen  the  shaft  of  the  bone  by  stimu- 
lating new  bone  formation  in  parallel  layers  in  the 
endosteum  and  subperiosteum,  the  latter  being 
raised  in  parallel  “onion-peel”  fashion.  Later  the 
tumor,  which  arises  intracortically,  produces  areas 
of  bone  destruction  in  the  medullary  cavity  and 
subsequently  in  the  cortex.  Histologically,  the 
tumor  is  composed  of  small  round  cells  with  dense 
nuclei  and  scanty  cytoplasm  simulating  a lympho- 
sarcoma. Histogenicallv,  the  growth  appears  tef 
arise  within  the  lymphatic  channels  of  the  haver- 
sian  system. 

In  a case  of  suspected  Ewing’s  sarcoma,  deep 
x-ray  therapy  should  be  the  first  step  in  the  treat- 


ment. Rapid  shrinkage  of  the  tumor  confirms  the 
clinical  and  roentgenologic  diagnosis.  Following 
the  maximal  effects  achieved  by  irradiation,  either 
resection  or  amputation  should  be  performed. 
When  such  treatment  cannot  be  applied,  as  in  bones 
of  the  pelvis,  spine  or  skull,  subsequent  courses  of 
irradiation  should  be  given.  The  same  type  of 
treatment  may  be  used  for  Ewing’s  sarcoma  of  the 
upper  femur,  since  amputation  will  not  effect  a 
cure  at  this  level.  Irradiation  alone  rarely  suffices 
to  cure  this  disease.  On  the  other  hand  combined 
irradiation  and  surgery  have  yielded  slightly  more 
than  10  per  cent  of  five-year  cures. 

Osteogenic  Sarcoma 

In  osteogenic  sarcoma  of  the  chondral  or  scleros- 
ing form  the  maximum  age  incidence  of  the  disease 
is  between  16  and  20  years.  However,  about  25 
or  30  per  cent  of  the  patients  are  between  the  ages 
of  5 and  15  years.  The  disease  in  children  under 
15  years  does  not  differ  in  its  essentials  from  that 
in  young  adults,  nor  is  the  curability  by  amputa- 
tion any  less.  Osteogenic  sarcoma  usually  affects 
all  zones  of  the  bone,  medulla,  cortex  and  perios- 
teum in  the  lower  femur  or  upper  tibia  in  the 
triangular  zone  between  the  epiphysis  and  the  cor- 
tex. A characteristic  periosteal  reaction  is  seen  in 
the  roentgenograms.  The  symptoms  are  pain,  dys- 
function and  swelling.  Fever  and  leukocytosis  are 
rare.  Both  forms  of  osteogenic  sarcoma  are  radio- 
resistant and  amputation  is  the  treatment  of  choice. 
Curability  is  about  15  per  cent. 

Osteolytic  osteogenic  sarcoma  is  a very  malig- 
nant form  of  the  disease  in  children  and  with  one 
exception  in  a boy  of  12  years,  we  have  never  cured 
a case  in  a patient  under  the  age  of  1 5.  Fortunately, 
only  about  10  per  cent  of  these  occur  under  the  age 
of  1 5 years. 

In  cases  of  osteogenic  sarcoma  with  metastasis, 
the  growth  of  the  secondary  deposits  may  be  in- 
hibited or  delayed  by  the  administration  of  a tablet 
containing  mgm.  of  monomestrol,  12  grains  of 
Dicalcium  Phosphate  and  500  units  of  Viosterol 
thrice  daily.  The  patient  should  be  put  on  a diet 
with  increased  amounts  of  milk,  cheese  and  eggs. 
The  ossification  of  the  neoplasm  thus  stimulated, 
reduces  its  rate  of  growth  and  sometimes  results 
in  marked  symptomatic  improvement. 

Secondary  Malignancy  of  Bone 

The  major  forms  of  malignant  disease  affecting 
children  such  as  neuroblastoma,  leukemia,  Wilm’s 
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tumor  of  the  kidney  and  sacro-coccygeal  neoplasms 
may  affect  the  bone  secondarily.  Leukemia  and 
neuroblastoma  of  the  adrenal  involve  the  skeleton 
in  a relativley  high  percentage  of  cases.  The  group 
of  sympathetic  nerve  tumors  (known  as  neuro- 
blastoma, sympathoblastoma  or  sympathicoblas- 
toma)  which  involve  bone  are  often  described  as 
the  Hutchison  syndrome.  Widespread  bony  meta- 
stases  occur  at  an  early  age.  The  skull,  pelvis  and 
long  bones  are  affected  by  small  multiple  areas  of 
resorption.  Involvement  of  the  long  bones  is  on  the 
shaft  side  of  the  epiphyseal  line.  Here  the  resem- 
blance to  Ewing’s  sarcoma  may  be  marked  but 
multiple  foci  are  usually  indicated  by  the  worm- 
eaten  appearance  of  the  bone,  and  in  advanced 
cases  the  spine  and  skull  rarely  escape.  Exopthal- 
mus  may  be  produced  by  metastasis  in  the  region 
of  the  orbit.  The  primary  lesion  of  the  adrenal  may 
or  may  not  be  palpated.  A presumptive  diagnosis 
of  neuroblastoma  of  bone  can  be  made  if  the  blood 
count  is  negative,  if  the  bones  are  diffusely  involved 
as  described  above,  if  there  is  enlargement  of  the 
lymph  nodes,  exophthalmus,  and  the  child  is  under 
the  age  of  5 years.  The  lesions  are  moderately 
radiosensitive,  but  cure  is  out  of  the  question. 

Leukemia  with  bone  involvement  in  children 
presents  a rather  characteristic  syndrome.  There  is 
longitudinal  streaking  in  the  bones  with  an  over- 
lying  periosteal  reaction  of  “onion  peel”  type,  re- 
sembling Ewing’s  sarcoma.  Usually  more  than  one 
bone  is  involved.  The  blood  count  is  characteristic, 
the  total  white  count  is  rarely  elevated  except  in  the 
terminal  phases  of  the  disease  but  there  is  a rela- 
tive lymphocytosis  and  the  polymorphonuclear  cells 
may  practically  disappear.  In  our  experience  this  is 
a rapidly  fatal  disease. 

Wilm’s  tumor  of  the  kidney  rarely  metastasizes 
to  bone  but  may  involve  the  pelvis  or  sacral  bones 
by  direct  extension.  Usually  a large  mass  can  be 
palpated  and  an  intravenous  pyelogram  indicates 
distortion  of  the  renal  pelvis  and  ureter  with  dis- 
placement. The  tumors  are  moderately  radiosensi- 
tive, but  cure  cannot  be  expected,. 

Sacro-Coccygeal  Neoplasms,  Chordoma 

Chordoma  is  a rare  and  usually  fatal  disease 
which  recurs  but  rarely  metastasizes.  It  may  occa- 
sionally be  found  in  children.  Mabrey  in  a review 
of  the  world’s  literature  found  only  4 patients  under 
the  age  of  10.  These  were  all  in  females  and  in  a 
sacro-coccygeal  location.  The  tumor  has  been  de- 


scribed in  a fetus  of  7 months.  The  author  has 
only  observed  one  case  in  a patient  under  the  age 
of  20  years.  Chordoma  of  children  or  young  adults 
involves  the  sacrum  and  produces  characteristic 
erosion  in  the  midline.  The  tumor  arises  from  rem- 
nants of  the  fetal  notochord  and  has  a variable  his- 
tology but  usually  resembles  an  atypical  growth  of 
cartilage.  Irradiation  may  result  in  calcification, 
but  does  not  inhibit  the  malignant  course  of  the 
disease. 


A NOTE  ON  ALCOHOLISM 
Merrill  Moore,  M.D.* 

Every  student  of  philosophy  knows  that  scien- 
tific method  consists  of  four  main  steps,  each  step 
proceeding  along  logical  lines.  But  how  few  phy- 
sicians remember  those  elementary  principles  that 
every  senior  in  college  has  to  know  in  order  to 
pass  his  final  examinations ! What  are  the  four 
steps  by  which  any  process  using  the  scientific 
method  comes  to  conclusions  ? They  are  very  sim- 
ple. First,  observations  are  made.  Next,  they  are 
classified.  Then,  on  the  basis  of  classified  observa- 
tions, deductions  or  principles  are  stated.  Finally, 
on  the  basis  of  the  principles,  predictions  are  ven- 
tured. In  mathematics,  in  logic,  in  astronomy,  in 
physics,  in  chemistry,  even  in  biology  these  four 
steps  can  be  applied  with  considerable  accuracy  and 
usefulness.  But  it  is  more  difficult  in  medicine, 
for  there  physicians  have  to  deal  with  persons  and 
personalities,  simple  or  complex,  and  often  they 
deal  with  complicated  situations.  Even  with  certain 
drawbacks  it  is  possible,  however,  in  some  fields  of 
medicine  to  use  the  four  steps  of  scientific  method 
fairly  accurately.  This  applies  particularly  to  a few 
infections  and  intoxications  where  observations  and 
classifications  can  be  made  from  which  conclusions 
can  be  drawn  and  on  which  predictions  can  be 
based.  But  it  is  not  true  of  certain  of  the  more 
complex  entities,  or  syndromes — some  of  the  neuro- 
psychiatric disorders,  for  example,  the  neuroses,  or 
behavior  problems.  About  some  of  them  one  has 
to  be  more  general  in  order  to  do  the  subject  justice. 
Take  the  condition  of  alcoholism.  What  can  one  say 
about  it?  It  is  an  ancient  disorder,  long  known  to 
man,  and  now,  more  recently  it  is  beginning  to  be 
considered  as  a disease,  or  as  a symptom  of  a dis- 
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ease,  or  disorder.  How  can  it  be  so  classified? 
The  answer  is  simple  and  basic.  By  observing  the 
alcoholic  individual  and  by  classifying  observations, 
by  drawing  conclusions  based  on  the  classifications 
and  by  making  predictions  based  on  conclusions. 
For  example,  speaking  of  an  alcoholic  individual, 
in  most  cases  it  can  be  said  that  if  his  blood  alcohol 
level  rises  above  .35  to  .40  grams  per  100  c.c.  of 
blood  be  will  be  stuporous  and  if  it  rises  above  .50 
grams  per  100  c.c.  be  will  die.  It  is  by  means  of 
such  observations  that  the  fringe  of  science  grows. 
And  how  are  such  observations  made  ? By  watch- 
ing the  alcoholic  and  by  observing  what  happens 
to  him.  It  is  only  recently  that  physicians  have 
begun  to  do  this  in  a methodical  way,  but  interest 
in  this  subject  is  now  developing  rapidly;  physi- 
cians everywhere  are  beginning  to  look  on  the 
alcoholic  as  a sick  person  and  are  beginning  to 
notice  what  happens  to  him.  They  are  beginning 
to  consider  him  as  a fit  subject  for  medical  care, 
especially  in  the  field  of  psychiatry,  where  the  con- 
cept of  illness  is  extended  from  the  body  to  include 
also  the  personality. 

What  does  happen  to  alcoholics?  First,  of  all,  as 
Voltaire  might  say,  they  are  born.  Then  immedi- 
ately one  may  ask  the  question,  “Are  alcoholics  the 
same,  genetically,  as  other  people?”  The  answer, 
so  far  as  I know,  is  that  they  probably  are.  There 
is  as  yet  no  satisfactory  evidence  to  indicate  that 
alcoholism  is  an  “hereditary”  disease  any  more 
than,  for  example,  a psychoneurosis  is. 

But  one  thing  is  definite  and  that  is  that  the  roots 
of  alcoholism  begin  to  develop  in  childhood.  If 
one  looks  back  in  the  life  of  a man  or  woman  who 
later  becomes  alcoholic,  it  is  not  difficult  to  see  that 
at  many  points  the  course  of  his  development  was 
irregular  or  atypical.  The  problem  drinker  was 
usually  a problem  child.  If  you  question  the  mother 
of  the  man  who  becomes  alcoholic,  or  his  nurse, 
or  teacher,  or  employer,  they  will  usually  agree  on 
certain  significant  points  about  him.  He  was  more 
sensitive  and  more  suggestible  than  the  average. 
He  was  more  emotional  or  he  had  more  difficulty  in 
handling  his  emotions  than  other  children  seemed 
to  have.  He  was  more  unstable  and  more  immature 
than  most  children.  He  learned  how  to  get  his  own 

* This  is  an  important  point  and  ought  to  be  made  clear : 
masturbation  is  not  abnormal.  It  frequently  is  mentioned 
as  a “problem”  and  may  become  one  secondarily,  but 
usually  it  is  not  of  primary  importance ; it  may  be  a 
symptom  of  underlying  disturbance. 


way  easily,  if  not  by  work,  then  by  trickery.  He 
retained  baby  ways.  He  was  used  to  getting  what  he 
wanted.  He  could  not  postpone  pleasures.  He  was 
impatient  or  irritable,  or  had  temper  tantrums.  He 
couldn’t  stand  disappointments.  He  had  more  trou- 
ble with  bedwetting  or  he  masturbated  more  than 
hoys  ordinarily  do.*  In  school  he  dodged  assign- 
ments and  evaded  issues,  but  he  was  likeable.  He 
could  get  jobs  because  he  was  attractive  and  plaus- 
ible, but  he  usually  lost  them  soon.  His  employer 
said  he  could  not  be  depended  upon.  If  sent  on  an 
errand,  be  might  stop  to  have  “ a few  beers”  and 
forget  to  come  back.  When  he  was  not  promoted 
or  advanced,  he  would  blame  others  and  pout  or 
sulk.  He  was  good  company,  but  again  he  was  not 
reliable.  When  he  took  a girl  to  a dance,  he  might 
get  drunk  and  somebody  else  would  have  to  take  her 
home.  So  girls,  though  they  liked  him,  dared  not 
go  for  him  in  a big  way  unless  they  were  gluttons 
for  punishment.  He  never  quite  understood  this, 
or  else  he  chose  to  forget  the  reasons  why  he  was 
not  popular  and  sought  after.  He  developed  hyper- 
sensitiveness and  feelings  of  inferiority.  This  gave 
him  a new  reason  to  drink:  to  forget  his  feelings 
or  suspicions  or  resentments.  So  the  pattern  grew. 

Very  early  it  is  clear  from  his  physiological 
response  to  alcohol  that  the  alcoholic  cannot  tolerate 
alcohol  or  may  he  “allergic"  to  it  in  a peculiar  sort 
of  way.  But  usually  he  does  not  heed  this  natural 
warning.  Soon  his  social  career  shows  the  effects 
of  alcoholism.  The  alcoholic  tends  to  spend  his 
money  and  his  appetite  on  drink,  not  food.  When 
he  is  hungry  or  tired  he  becomes  more  dependent 
upon  drinking  as  a pattern  of  escape.  Instead  of 
food  or  rest,  he  takes  alcohol  and  keeps  up  the 
vicious  circle,  once  it  is  established.  All  this  leads 
to  the  clinical  picture  which  is  the  first  one  that 
some  physicians  recognize  and  is  hence  the  first 
thing  they  know,  acute  alcoholism.  Actually  the 
condition  is  far  advanced  at  this  stage,  though  its 
progress  may  not  have  been  recognized. 

The  condition  of  acute  alcoholism  requires  med- 
ical treatment.  The  medical  treatment  of  acute  alco- 
holism is  uncomplicated  and  effective.  It  is  based 
on  a few  simple  principles  : ( 1 ) Remove  the  liquor. 

(2)  Institute  measures  to  promote  elimination. 

(3)  Restore  fluid  balance  and  replace  food  ele- 
ments that  are  usually  depleted  (minerals  and  vita- 
mins). (4)  Encourage  rest  and  reduce  nervousness 
by  sedative  and  analgesic  drugs.  Paraldehyde  is 
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useful  in  very  acute  situations.  Sodium  bromide  in 
large  doses  is  valuable  in  less  acute  cases.  Aspirin, 
acetanalid  or  phenacitin  are  valuable  in  relieving 
symptoms  of  the  hangover.  (5)  Special  measures, 
if  indicated,  can  be  carried  out  as  required,  for  the 
clinical  condition  of  acute  alcoholism  carries  with 
it  a number  of  common  complications.  Fractures 
frequently  occur  (broken  arms,  legs  or  ribs)  as  the 
result  of  physical  overactivity,  poor  coordination  or 
carelessness.  Alcoholics  are  very  prone  to  have 
accidents.  Head  injuries  are  especially  frequent. 
The  acute  alcoholic  often  suffers  from  exposure  or 
immersion  and  pneumonia  occurs  more  often  and 
is  more  fatal  among  sickly  alcoholics  than  among 
normal  persons. 

As  the  drinking  pattern  develops  from  acute  to 
periodic  or  chronic  alcoholism  the  nature  of  the 
physical  complications  changes  slightly.  Instead  of 
fractures,  head  injuries  and  pneumonia,  one  sees 
alcoholic  polyneuritis  (or  simple  neuritis)  or  diges- 
tive symptoms.  These  may  vary  so  as  to  run  almost 
the  whole  gamut  of  gastrointestinal  disturbances 
from  acute  gastritis  to  diarrhea.  These  complica- 
tions bear  important  relationships  to  diet  as  well  as 
to  the  quantity  and  quality  of  liquor  consumed,  or 
may  be  the  result  not  so  much  of  drinking  as  of 
drinking  without  eating  properly,  a process  which 
can  end  in  demineralization  and  devitaminization 
of  the  body  and  the  severe  gastrointestinal  disorders 
associated  with  or  caused  by  dietary  deficiency. 
The  presence  of  skin  lesions  or  other  dermatologic 
signs  in  chronic  alcoholics,  such  as  sub-clinical 
scurvy  and  pellagra  syndromes,  probably  result 
mainly  from  dietary  deficiency  and  nutritional  dis- 
turbances associated  with  excessive  drinking  rather 
than  from  the  primary  toxic  action  of  alcohol  itself, 
though  the  latter  may  and  sometimes  does  occur. 
Special  types  of  intoxications  due  to  adulterants 
and  contaminants  in  liquor  of  poor  quality  or  alco- 
holic beverages  that  are  badly  manufactured  also 
occur.  The  obvious  dangers  from  “alkie”  (190 
proof  grain  alcohol  widely  consumed  in  Massachu- 
setts and  some  other  states  as  a beverage) , “smoke”, 
“hootch”,  bootleg  liquor,  and  so  forth  need  not  be 
emphasized  here. 

The  development  of  severe  symptoms  and  social 
difficulties  occurs  more  commonly  in  chronic  than 
in  cases  of  acute  alcoholism.  Acute  alcoholism  occur- 
ring once  in  an  individual  tends  to  be  overlooked 
or  ignored.  It  is  the  repetition  or  the  habituation 


of  the  pattern  that  causes  critical  eyebrows  to  be 
raised.  The  periodic  alcoholic  is  never  a happy  or 
a well  adjusted  person,  no  matter  how  he  may  out- 
wardly appear.  He  always  has  severe  internal  dif- 
ficulties or  environmental  problems  from  which  he 
is  trying  to  escape  by  means  of  alcohol,  an  outlet 
which  is  obviously  not  successful.  Alcoholism 
always  makes  matters  worse. 

A stock  question  that  one  may  ask  (and  some- 
times very  profitably)  about  any  alcoholic  is,  “What 
is  he  running  away  from  ?”  The  answer  is  “An  inner 
conflict  or  an  outer  intolerable  situation.”  Thus  it  is 
even  more  important  to  find  out  what  the  alcohol- 
ic's real  problems  are  and  to  do  something  construc- 
tive about  them  if  possible.  Alcoholism  is  always 
a smoke  screen.  But  one  can  attempt  to  help  the 
alcoholic  face  his  difficulties  and  try  to  cope  with 
them  more  adequately.  If  that  can  be  done  (and 
sometimes  it  can ) , the  outlook  may  not  be  so  gloomy. 

Everyone  knows  the  social  difficulties  into  which 
the  alcoholic  can  get  himself,  but  if  one  were  to  list 
them,  the  list  would  only  serve  as  a reminder  that 
these  conditions  again  are  symptoms  of  the  imma- 
ture or  unstable  personality  of  the  alcoholic,  and 
its  poor  attempts  to  function.  They  are  the  outer 
or  secondary  manifestations  of  the  inner  or  primary 
disturbance  in  the  alcoholic  personality.  This  basic 
principle  is  too  often  forgotten,  ignored  or  never 
realized  by  the  parents  or  wife  of  the  alcoholic  who 
complain  about  his  behavior,  the  changes  in  his 
personality,  his  lack  of  judgment,  his  outbursts  of 
aggression  and  his  general  unconscious  destructive- 
ness that  is  the  primary  characteristic  of  the  alco- 
holic personality.  The  severe  alcoholic  acts  as  if 
he  were  compelled  to  destroy  something.  If  he 
cannot  destroy  his  business,  his  home  or  his  fam- 
ily, sometimes  he  turns  his  destructive  aggression 
inward  on  himself.  That  is  why,  when  one  speaks  of 
alcoholism  as  a personality  disturbance,  or  as  an  ill- 
ness, one  is  justified  in  saying  that  it  is  as  dangerous 
as  a psychosis  to  the  life  of  the  patient  and  it  is  as 
difficult  as  a psychosis  is  to  treat,  from  the  view- 
'point  of  the  physician. 

The  alcoholic  is  a very  sick  man,  emotionally 
sick,  or  maladjusted,  even  before  he  begins  to  drink 
or  when  he  is  not  drinking.  He  is  usually  not  legally 
“insane”,  but  sometimes  he  is.  That  is  why  we  can 
say  that  the  alcoholic  “sits  down  between  two 
chairs”.  He  is  not  necessarily  physically  ill  or 
legally  insane,  yet  he  is  a very  sick  man  with  a diffi- 
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ult  and  dangerous  illness  of  which  alcoholism  is 
the  main  symptom. 

What  this  illness  is  physicians  do  not  actually 
know  as  yet,  but  many  physicians  are  studying  it 
and  are  trying  to  understand  it  from  three  import- 
ant approaches:  (1)  chemical,  (2)  psychological 
and  (3)  social.  Certain  social  situations  and  condi- 
tions obviously  encourage  or  precipitate  or  “pro- 
duce” alcoholism  in  some  persons.  Yet,  in  others  the 
same  social  factors  do  not  “produce”  alcoholism. 
Certainly,  one  type  of  person  (an  immature  and 
unstable  type)  tends  to  react  psychologically  by 
drinking  excessively  in  escape  or  defeat  or  addic- 
tion patterns.  It  is  also  a fact  that,  whereas  some 
immature  people  take  to  alcohol,  others  do  not,  but 
develop  aberrations  of  other  types.  It  is  also  pos- 
sible that  the  alcoholic  may  be  physiologically  dif- 
ferent from  the  non-alcoholic  person.  The  alcoholic 
may  have  a different  blood  chemistry,  or  he  may 
have  a different  kind  of  liver  function,  or  he  may 
be  “allergic”  to  alcohol  in  some  sense  of  that  word. 
Or,  he  may  have  less  “tolerance”  to  alcohol  (as 
some  persons  have  low  glucose  tolerance).  The 
alcoholic  may  not  be  able  to  oxidize  alcohol  in  his 
tissues  as  normal  persons  do,  or  certain  cells  of 
his  nervous  system  may  be  less  resistant  to  alcohol 
than  is  usual.  Certainly  we  do  see  people  in  whom 
alcohol  acts  as  a toxin,  just  as  we  see  people  who 
are  markedly  affected  by  small  amounts  of  alcohol. 
One  man  may  drink  six  or  eight  highballs  in  a row 
without  showing  it,  whereas  another  man  takes  two 
cocktails  and  gets  drunk.  One  way  of  summarizing 
what  is  known  and  what  is  not  known  about  alco- 
holism is  to  say  that  physicians  know  as  much  about 
it  today  as  they  did  about  diabetes  forty  years  ago. 

Again  and  finally  one  may  ask,  “What  happens 
to  alcoholics?”  By  now  the  answer  may  be  fairly 
clear.  Alcoholics  are  subject  to  specific  difficulties 
of  their  own  which  lead  them  to  drink  to  excess,  to 
special  complications  resulting  from  drinking  to 
excess,  and  to  a whole  set  of  social  maladjustments 
that  are  peculiar  to  them.  It  is  to  be  hoped  now, 
and  in  the  future,  that  one  more  thing  will  happen 
to  them  : namely,  that  they  will  be  studied,  and  that 
an  attempt  will  be  made  to  treat  them  scientifically 
and  humanely  as  sick  persons.  I f this  is  done,  it 
is  quite  likely  that  some  progress  can  be  made 
towards  the  goal  of  preventing  or  controlling  this 
serious  public  health  problem. 


CANCER  SCROTI 
Peter  Pineo  Chase,  M.D.* 

Percival  Pott,  the  great  surgeon  of  St.  Barthol- 
omews in  London  is  well  known  for  his  descrip- 
tion of  tuberculosis  of  the  spine  and  the  common 
fracture  of  the  ankle.  Probably  many  of  us  remem- 
ber the  term,  “Chimney  Sweepers  Cancer”.  In  1775 
he  wrote  a paper  entitled  “Cancer  Scroti”.  We 
quote  .... 

There  is  a disease  peculiar  to  a certain  set  of 
people  which  has  not,  at  least  to  my  knowledge, 
been  properly  noticed.  I mean  the  chimney 
sweepers  cancer. 

It  is  a disease  which  makes  its  first  attack  on, 
and  its  appearance  in,  the  inferior  part  of  the 
scrotum  where  it  produces  a superficial  painful 
ragged  ill -looking  sore  with  hard  rising  edges. 
It  is  generally  taken  both  by  patient  and  sur- 
geon for  venereal  and  being  treated  with  mer- 
curials is  exasperated ; in  no  great  time  it  per- 
vades the  skin  dartos  and  membranes  of  the 
scrotum  and  seizes  the  testicle  which  it  enlarges 
hardens  and  renders  truly  and  thoroly  distem- 
pered; from  which  it  makes  its  way  into  the 
abdomen,  most  frequently  indurating  and  spoil- 
ing the  inguinal  glands. 

The  fate  of  these  people  seems  singularly  hard  ; 
in  their  early  infancy  they  are  most  frequently 
treated  with  great  brutality : — they  are  stuffed 
up  narrow  and  sometimes  hot  chimneys  where 
they  are  bruised  burnt  and  almost  suffocated ; 
and  when  they  get  to  puberty  become  peculiarly 
liable  to  a most  noisome  painful  and  fatal  disease. 

Pott  felt  that  the  disease  was  caused  by  the  lodg- 
ment of  soot  in  the  rugae  of  the  scrotum,  an  area 
particularly  difficult  to  clean  even  with  our  modern 
soaps  and  the  18th  century  was  not  remarkable 
for  its  habits  of  cleanliness.  When  someone  re- 
monstrated with  Lady  Mary  Wortley  Montague 
because  her  fingernails  were  dirty  she  replied,  “You 
should  see  my  toenails”.  This  anecdote  may  be 
apochryphal  but  it  is  significant  of  the  age. 

Modern  experimental  cancer  work  uses  highly 
carcinogenic  substances  from  coal  tar  so  that  we 
can  easily  see  why  these  poor  people  developed  can- 
cer so  frequently.  But  the  profession  of  chimney 
sweeping  practically  ceased  to  exist  many  years  ago. 

In  the  present  century  English  writers  have 
noted  the  frequency  of  cancer  of  the  scrotum  in 
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cotton  mule  spinners.  These  men  work  about  a 
moving  machine  in  such  a manner  that  their  clothes 
over  the  lower  abdomen  and  upper  thighs  are  con- 
tinually saturated  with  lubricating  oil  which  con- 
tains carcinogenic  hydrocarbons.  As  a usual  thing 
there  is  a history  of  years  of  exposure  before  can- 
cer develops. 

Many  patients  complain  of  itching  before  any 
growth  is  discovered.  Then  lumps  appear  in  the 
scrotal  skin  and  sooner  or  later  these  break  down 
forming  sluggish  ulcers.  The  growth  is  shallow, 
the  testicles  not  being  involved  except  in  long  stand- 
ing progressive  lesions. 

Morley  has  demonstrated  a rich  network  of 
superficial  lymphatics  running  all  through  the  skin 
of  the  scrotum,  across  to  the  other  side,  to  the 
femoral  and  inguinal  regions  and  even  along  the 
large  blood  vessels  into  the  abdomen.  So  metastases 
can  be  very  wide  spread  and  early. 

Graves  of  tbe  Pondville  Hospital  has  reported 
twelve  cases  seen  there  in  twelve  years,  only  one 
of  these  remaining  alive  despite  the  wide  block  dis- 
sections practiced  even  including  the  gland  bearing 
area  in  tbe  abdomen.  He  feels  that  there  is  a uni- 
form lack  of  response  to  external  irradiation.  The 
average  time  of  appearance  of  metastases  was  nine 
months  from  the  first  discovery  of  the  disease. 

Percival  Pott  himself  viewed  with  the  equanam- 
ity  so  much  more  easy  for  the  surgeon  than  the 
patient  to  achieve  the  idea  of  radical  surgery  when 
he  wrote  “But  be  all  this  as  it  may,  the  scrotum  is 
no  vital  organ,  nor  can  the  loss  of  a part  of  it  ever  be 
attended  with  any,  the  smallest  degree  of  incon- 
venience; and  if  a life  can  be  preserved  by  the 
removal  of  all  that  portion  that  is  distempered,  it 
will  be  a very  good  and  easy  composition,  for  when 
the  disease  has  got  head,  it  is  rapid  in  its  progress, 
painful  in  all  its  attacks  and  most  certainly  destruc- 
tive in  its  event.’’ 

Three  cases  of  carcinoma  of  the  scrotum  have 
been  seen  at  the  R.  I.  Hospital  Tumor  Clinic.  A 
72  year  old  man  in  Oct.  1939  had  a year  old  local 
growth,  grade  2,  removed  so  widely  that  it  was 
necessary  to  sacrifice  a testicle  that  the  wound  could 
be  closed.  He  died  at  the  State  Institutions  two 
months  later.  It  is  difficult  to  believe  any  treat- 
ment of  his  cancer  could  have  saved  him.  ...  A 74 
year  old  man  in  1929  had  a local  growth,  grade  2, 
and  a mass  in  his  groin  removed  at  the  Memorial 
Hospital,  New  York.  He  was  then  given  radium 


and  x-ray.  In  1937  he  appeared  here  with  a swol- 
len testicle.  X-ray  was  successfully  given  for  the 
relief  of  pain.  The  testicle  was  removed  and  no 
tumor  found.  In  July  1941  he  was  well.  This 
patient,  despite  the  fact  that  he  apparently  had 
metastases  when  first  seen,  was  well  twelve  years 
later.  . . A 77  year  old  man  with  a 30  year  his- 
tory of  growths  removed  numerous  times  from  his 
scrotum  was  operated  here  in  Aug.  1937,  an  ulcer- 
ated scrotal  growth  and  an  isolated  inguinal  gland 
being  excised.  There  was  non-keratinizing  epith- 
elioma in  both  specimens.  16  months  later  he  was 
well. 

G.  P.,  an  Italian  64  years  old,  had  a sore  on  his 
scrotum  which  he  thought  had  been  there  about 
three  months.  Before  this  he  had  noticed  much 
itching  in  this  region.  His  past  history  had  nothing 
of  significance  except  that  he  had  a sore  on  his 
penis  in  youth.  Examination  showed  a corpulent 
man  weighing  nearly  200  lbs.  although  he  was 
short  in  stature.  The  only  remarkable  finding  w'as 
an  ulcerated  area  on  the  left  side  of  the  scrotum 
near  the  perineum  measuring  about  2 by  1 cm.  with 
a raw  red  surface  and  indurated  edges  elevated  pos- 
sibly J4  cm.  above  tbe  skin  surface.  Both  testicles 
appeared  normal,  there  was  no  evidence  of  hydro- 
cele, no  glands  could  be  felt  in  the  femoral  or  in- 
guinal regions  on  either  side.  Several  of  us  at  first 
thought  the  lesion  a gumma.  The  Wassermann  was 
negative  and  the  Hinton  doubtful. 

Under  local  infiltrative  anesthesia  the  ulcerative 
area  with  a wide  margin  of  skin  and  the  subcuta- 
neous fat  down  to  the  fascia  and  tunica  vaginalis 
was  removed  and  skin  closed.  The  pathological 
report  w’as  epidermoid  carcinoma,  grade  1. 

We  were  now  more  careful  in  enquiring  into  his 
former  occupation  and  found  that  until  recently 
he  had  been  for  25  years  a stationary  fireman — that 
is  he  w’as  exposed  to  soot  and  coal  dust  over  a long 
period.  This  appears  to  be  a typical  case  of  the  his- 
toric chimney  sweepers  cancer  of  Percival  Pott 
or  the  mule  spinners  cancer  of  modern  days. 

As  he  had  a tremendous  layer  of  fat  over  his 
groins,  an  unhealthy  skin  and  a short  history  and, 
in  view’  of  the  exceedingly  poor  results  following 
radical  surgery,  we  felt  it  advisable  to  stop  with 
local  surgery  and  watch  him  carefully  for  recur- 
rence. A small  series  treated  thus  have  done  better 
than  the  heroically  treated  group. 
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Summary 

A typical  case  of  chimney  sweepers  or  mule  spin- 
ners cancer  is  reported. 

In  the  18th  century  long  exposure  to  the  carcin- 
ogenic substances  found  in  coal  tar  produced  cancer 
in  the  chimney  sweeps.  In  the  latter  half  of  the 
19th  century  mineral  lubricating  oil  began  to  be  used 
in  the  mules  of  cotton  mills.  After  a generation  or 
so  numerous  cases  of  the  same  type  of  cancer  began 
to  appear  among  operatives  of  these  machines. 
For  a generation  now,  the  automobile  and  associ- 
ated industries  have  exposed  large  numbers  of 
operatives  to  prolonged  contact  with  the  same  type 
of  oils.  Possibly  modern  habits  of  cleanliness  may 
counteract  the  old  danger  but  we  should  be  on  the 
watch  for  skin  carcinoma  whose  early  appearance 
is  deceptive. 


RECENT  TRENDS  IN  THE  CARE 
OF  PROSTATIC  MALIGNANCY 
Eric  Stone,  M.D. 

Malignant  changes  in  the  prostate  invariably 
originate  in  the  posterior  lobe  at  a distance  from  the 
urethra  and  vesical  neck.  For  this  reason  20%  of 
the  cases  have  developed  metastases  before  the 
growth  has  reached  sufficient  size  to  cause  the  symp- 
toms of  urinary  obstruction,  which  might  lead  the 
patient  to  seek  medical  advice.  This  makes  the 
routine  search  for  indurated  or  nodular  areas  in  the 
prostate,  through  rectal  palpation,  an  essential  in 
every  physical  examination  of  a man  in  or  near  the 
cancer  age. 

This  matter  of  early  diagnosis  becomes  the  more 
important  as  recent  technical  improvements  in  total 
extra-capsular  perineal  prostectomy,  including  the 
removal  of  the  seminal  vesicles,  makes  possible  the 
cure  of  as  high  as  60%  of  such  cases.  But  this 
operation  is  contra-indicated  if  there  are  distant 
metastases  or  if  there  has  been  invasion  of  the  blad- 
der base  or  the  seminal  vesicles. 

Where  local  or  distant  extension  of  the  lesion 
denies  the  hope  of  cure,  more  effective  palliation 
is  possible  than  in  the  past.  Formerly  it  was  the 
practice  to  scratch  out  as  much  malignant  tissue  as 
possible  through  either  a perineal  or  suprapubic 
approach.  More  often  than  not  this  merely  suc- 
ceeded in  aggravating  the  local  condition.  Since 
the  introduction  of  transurethral  resection  urinary 
function  is  restored  simply  and  for  more  or  less 
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extended  periods,  adding  materially  to  the  patients’ 
comfort. 

Following  transurethral  resection  it  has  recently 
become  the  practice  to  implant  radon  seeds  in  the 
remaining  tissue  through  a simple  perineal  pro- 
cedure under  topical  anaesthesia.  Following  this, 
high  voltage  X-Ray  therapy  is  directed  both  locally 
and  to  distant  foci  of  malignancy.  In  a small  pro- 
portion this  combination  proves  curative  and  in  all 
it  retards  the  progress  of  the  disease  and  decreases 
morbidity. 

In  the  incurable  the  development  of  intractable 
pain  has  been  a harrowing  feature  in  the  terminal 
stages.  Deep  X-Ray  therapy  has  relieved  many 
patients  of  the  pain  caused  by  spinal  metastases. 
Severe  vesical  pain  can  now  be  handled  relatively 
well  by  alcoholic  injection  of  the  nerves  through 
spinal  puncture,  which  has  proved  more  certain  in 
its  effect  than  presacral  neurectomy. 

Within  the  year  an  increasing  number  of  hope- 
less cases  have  been  remarkably  improved  both  as  to 
symptoms  and  general  health  by  the  removal  of  both 
testicles.  Orchidectomy  has  proved  more  effective 
than  X-Ray  castration  as  the  latter  fails  to  elimi- 
nate all  hormone  producing  cells.  The  procedure 
remains  largely  empirical  as  the  exact  mechanism 
has  not  been  worked  out. 

This  whole  subject  of  hormonal  relations  is  in  a 
state  of  confusion  and  flux.  Some  authorities  still 
use  gonadotrophic  materials  in  the  treatment  of 
prostatic  hyperplasia.  But  no  success  has  followed 
the  use  of  these  or  other  hormones  in  malignant 
prostates.  However,  the  cases  which  have  been  ben- 
efited by  orchidectomy  suggest  that  there  is  some 
hormonal  influence,  as  yet  undemonstrated,  which 
acts  on  the  tumor  cells. 

It  is  obvious  from  this  brief  review  that  no  dra- 
matic developments  have  taken  place  during  the 
past  few  years  in  this  segment  of  urology.  Never- 
theless, the  minor  advances  made  here  and  there 
have  distinctly  improved  the  prognosis  in  prostatic 
malignancy  both  as  to  cure  and  as  to  the  comfort 
of  the  incurable. 

But  these  advances  have  further  accented  the 
importance  of  early  diagnosis.  The  crucial  factor, 
if  any  decent  prognosis  is  to  be  expected,  is  the 
alertness  of  the  family  physician  in  recognizing 
early  suggestive  changes  in  the  physical  character- 
istics of  the  prostate  even  before  any  symptom  indi- 
cative of  genito-urinary  disease  has  appeared. 
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I have  more  fully  learned  at  least  three  principles  since 
I have  been  in  Paris:  not  to  take  authority  when  I can  have 
facts;  not  to  guess  when  I can  know;  not  to  think  a man 
must  take  physic  because  he  is  sick. 

Oliver  Wendell  Holmes. 


ANNUAL  MEETING  OF  THE  STATE 
MEDICAL  SOCIETY 

The  one  hundred  and  thirty-first  annual  meeting 
of  the  Rhode  Island  Medical  Society  will  be  held  at 
the  Medical  Library  Building,  106  Francis  Street 
on  Wednesday  and  Thursday,  June  3 and  4,  1942. 
Notices  of  the  clinics  to  be  held  in  the  morning  and 
scientific  sessions  to  be  held  in  the  afternoon  and 
evening  appear  elsewhere,  and  have  been  arranged 
to  be  attractive  to  all  medical  men  in  the  state.  With 
traveling  becoming  increasingly  difficult  and  at- 
tendance at  distant  meetings  correspondingly  in- 
convenient. the  state  meetings  this  year  should  be 
of  particular  interest  to  physicians  eager  for  the 
stimulation  of  meeting  with  their  colleagues  and 
hearing  authoritative  discussions  related  to  ad- 
vances in  medicine  and  surgery.  With  numerous 
physicians  leaving  our  communities  for  military 
services,  there  is  imminent  possibility  that  those 


remaining  for  civilian  practice  may  be  forced  to 
cover  wider  fields  than  has  been  their  custom  in  the 
past.  The  need  for  strictly  up-to-date  knowledge 
on  clinical  problems  not  previously  encountered  be- 
comes, therefore,  the  more  urgent  this  year.  This 
present  emergency  has  made  us  all  more  alert,  and 
consequently  a much  larger  attendance  at  these 
June  meetings  seems  likely. 

The  commercial  exhibits  are  gradually  assuming 
a more  and  more  important  place  at  our  annual 
meeting.  Last  year  because  of  limitation  of  space 
there  were  some  comments  that  it  was  difficult  to 
enjoy  the  exhibits.  This  year  in  an  effort  to  provide 
more  space  and  the  most  attractive  surroundings, 
arrangements  have  been  made  to  hold  all  exhibits 
on  the  basement  floor  of  the  Medical  Library  Build- 
ing. Quite  apart  from  the  attractive  displays  fur- 
nished by  our  commercial  exhibitors,  the  Commit- 
tee on  Exhibits  lias  completed  plans  to  make  the 
exhibit  hall  not  only  a place  of  scientific  interest 
but  also  of  relaxation  and  refreshment  for  members 
and  visitors.  The  Program  Committee  has  allowed 
extra  time  during  the  scientific  sessions  to  permit 
visiting  the  exhibits.  Aside  from  the  enjoyment 
and  stimulation  which  this  important  part  of  our 
state  meeting  will  provide,  it  must  be  remembered 
that  the  financial  contributions  of  our  exhibitors 
do  much  to  make  the  annual  meeting  of  the  State 
Society  a success. 

PLAN  TO  VISIT  THE  EXHIBITS  ON 
THE  BASEMENT  FLOOR.  ENJOY  THE 
HOSPITALITY  OF  THE  EXHIBIT  COM- 
MITTEE, AND  REMEMBER  TO  REGIS- 
TER WITH  EACH  EXHIBITOR  SO  THAT 
HE  MAY  BE  ENCOURAGED  TO  BE  WITH 
US  AT  FUTURE  MEETINGS. 


REORGANIZATION 

It  is  130  years  since  a group  of  49  physicians  led 
by  Amos  Throop  founded  the  Rhode  Island  Med- 
ical Society.  In  America  that  makes  it  a reverend 
institution.  It  was  36  years  later  before  the  largest 
city  of  our  state  felt  the  need  of  a local  society.  The 
American  Medical  Association  is  comparatively  a 
young  upstart. 

For  the  first  85  years  of  the  state  society's  exist- 
ence membership  in  it  was  essential  before  a physi- 
cian could  join  the  Providence  Medical  Association. 
For  nearly  40  years  now,  the  situation  has  been 
reversed;  new  members  first  join  their  local  so- 
ciety before  they  are  eligible  to  the  state. 
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In  the  last  quarter  century  the  Providence  Med- 
ical Association  flourished  and  the  Rhode  Island 
Medical  Society,  to  say  the  least,  has  not  markedly 
done  so.  There  are  reasons  for  this.  The  bulk  of 
the  medical  population  and  naturally  most  of  the 
outstanding  men  have  been  in  Providence.  The 
Rhode  Island  Medical  Society,  arranging  its  meet- 
ings so  that  the  members  from  the  farthest  parts 
of  the  state  could  share,  for  some  time  had  four 
meetings  yearly  and  of  late,  only  two,  held  in  the 
day  time.  The  local  society  has  had  nine  meetings 
yearly  and  these  are  held  in  the  evening,  easily  at- 
tended after  a man  has  done  his  day’s  work.  The 
large  and  enthusiastic  gatherings  have  stimulated 
the  presidents  to  a remarkable  series  of  programs. 

But  the  methods  of  government  of  the  two  or- 
ganizations should  he  considered.  They  explain  a 
good  deal.  The  dominating  governing  board  of  the 
senior  society  is  the  council,  consisting  largely  of  the 
past  presidents  who  are  members  for  life.  Usually 
they  have  been  president  first  of  their  local  society 
so  they  are  no  longer  young.  Age  has  wisdom  but 
youth  enthusiasm.  Possibly  the  latter  is  more  im- 
portant for  progress.  One  of  the  state  councillors 
has  been  in  office  28  years.  One  of  the  governing 
board  of  the  Providence  Medical  Association  has 
been  in  practice  less  than  ten  years.  Elections  to 
the  latter  board  are  for  five  year  terms  so  that  the 
make-up  is  continually  changing. 

Then  about  five  years  ago  the  Standing  Commit- 
tee of  the  Providence  Medical  Association,  con- 
sisting of  the  five  most  recent  past  presidents  and 
the  officers  was  changed  to  an  executive  committee 
of  fourteen.  This  up  to  the  present  has  certainly 
been  democracy  at  its  best.  And  with  the  acquisi- 
tion of  a tremendously  efficient  executive  secretary 
the  management  of  the  extra-clinical  activities  has 
more  than  kept  pace  with  their  multiplication  and 
increasing  importance. 

But  — easily  the  largest  part  of  these  problems, 
legislation,  conditions  in  industry,  public  health 
matters,  to  mention  a few,  are  distinctly  of  state 
wide  interest  and  not  peculiar  to  the  local  situa- 
tion. It  is  illogical  to  leave  them  to  the  kindly 
helpfulness  of  the  Providence  Medical  Association. 

Since  the  fine  Medical  Library  was  built  in  1912 
the  large  expense  of  maintenance  has  required  prac- 
tically all  the  funds  of  the  state  society.  The  local 
society  whose  members  are  of  course  the  great 
users  of  the  place  has  paid  only  small  amounts 
yearly  to  the  building  and  has  been  comparatively 
opulent. 

For  some  years  the  Providence  Medical  Asso- 


ciation has  been  larger  numerically  than  the  Rhode 
Island  Medical  Society ; but  during  the  past  year 
enthusiastic  work  has  increased  the  enrollment  of 
the  latter  until  it  has  reached  an  all  time  high  and 
has  climbed  well  above  that  of  the  local  group. 

So  the  parent  organization  is  growing  bigger, 
better  organized  and  is  showing  a more  hustling 
spirit  than  it  has  for  years. 

But  some  of  its  strongest  and  most  active  mem- 
bers have  been  doing  their  best  work  and  work  that 
is  state  wide  in  its  scope  in  what  should  he  their 
secondary  role  as  parts  of  the  local  group. 

It  is  anomalous  situation  and  we  rejoice  that 
it  is  being  recognized  and  trust  that  it  will  soon  he 
remedied. 

SPEED  UP 

The  Procurement  and  Assignment  Service  for 
Physicians,  Dentists  and  Veterinarians,  at  a meet- 
ing held  in  Washington  on  April  24th,  announced 
that  there  soon  is  to  be  established  in  each  State  a 
Board  for  stimulating  medical  recruiting  to  meet 
the  definite  emergency  that  now  exists. 

The  Army  proposes  to  increase  its  present  medi- 
cal personnel  by  5000  doctors  before  July  1,  1942 
and  by  14,000  by  January  1,  1943. 

The  Recruiting  Boards  in  each  State  will  consist 
of  a Medical  and  a Line  Officer,  whose  duties  indi- 
cate a close  working  cooperation  with  the  State 
Chairman  and  the  Committee  on  Procurement  and 
Assignment. 

Lt. -Colonel  Guy  W.  Wells,  M.C.,  has  been  ap- 
pointed as  the  Medical  Officer,  and  Lieut.  Paul  N. 
Fontaine  of  Westerly,  as  the  Line  Officer,  for 
Rhode  Island.  An  office  will  he  established  with  the 
necessary  clerical  help  and  a vigorous  effort  will  be 
made  promptly  to  secure  Commissions  both  for 
those  doctors  who  volunteer  and  those  who  are 
classified  1-A  and  apply  for  Commissions. 

At  present,  not  only  those  in  the  draft  age  hut 
M.D.’s  up  to  45  years  of  age  are  urgently  needed  to 
fill  the  quota  above  mentioned. 

This  action  of  the  Procurement  and  Assignment 
Service,  in  appointing  State  Recruiting  Boards, 
will  not  only  stimulate  voluntary  enlistment 
amongst  doctors  available  for  Military  Service,  but 
will  greatly  expedite  the  final  Commissioning  of 
these  men.  Authority,  vested  in  these  Boards,  to 
obtain  physical  examination  of  candidates,  to  re- 
commend those  suitable  for  Commissions  in  the 
grades  of  Captain  and  Lieutenant  and  to  forward 
the  completed  papers  promptly  to  the  Surgeon 
General’s  Office,  should  lessen  the  whole  proceed- 
ing from  the  somewhat  discouraging  two  or  three 
months,  to  even  a less  number  of  weeks. 
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The  Surgeon  General’s  Office  must  act,  however, 
on  all  doubtful  cases,  upon  those  involving  a higher 
grade  than  Captain  and  upon  the  age  group  45-54. 

The  Adjutant  General’s  Office  is  responsible  for 
Commissioning  and  assigning  all  Officers. 

With  this  new  plan  for  a Recruiting  Board  in 
Rhode  Island  to  be  put  into  immediate  effect,  it 
behooves  those  of  us  in  the  age  groups  up  to  45,  to 
reassess  our  individual  situations  in  relation  to 
prospective  Military  Service  and  be  ready  to  meet 
the  question  when  it  is  brought  to  us,  as  it  surely 
will,  and  now  very  promptly. 

The  Army  needs  us  — Now  ! 


EXTRA-PROFESSIONAL  ADVICE 

Overhearing  the  conversation  of  some  of  our 
associates  reveals  that  they  don’t  like  our  allies  or 
their  efforts  in  this  war.  And  some  do  not  like  our 
government. 

Now  these  are  the  only  allies  and  government 
available  to  us  and  we  have  just  got  to  “like  ’em  or 
lump  ’em”. 

In  the  dark  days  of  the  Civil  War  Charles  Fran- 
cis Adams  was  doing  monumental  work  in  England 
as  our  ambassador,  assisted  by  bis  son,  Henry. 
His  other  son  Charles  was  a cavalry  officer  fighting 
against  the  South.  This  advice  from  Henry  to 
Charles  can  well  be  taken  to  heart  by  us  now. 

“I  am  not  a little  sorry  to  see  that  you  are  falling 
into  the  way  that  to  us  at  this  distance  seems  only 
to  be  the  mark  of  weak  men,  of  complaining  and 
fault  finding  over  the  course  of  events  ....  For 
my  own  part,  I tell  you  fairly  that  all  the  gossip 
and  senseless  stories  that  the  generation  can  invent 
shall  not,  if  I can  help  it,  shake  for  one  single 
instant  the  firm  confidence  which  I feel  in  those 
who  are  guiding  our  affairs.  You  are  allowing  your 
own  better  judgment  and  knowledge  to  be  over- 
ruled by  the  combined  talk  of  a swarm  of  people 
who  have  neither  knowledge  nor  judgment  at  all.” 


THE  NEW  CANCER  CONTROL  BILL 

In  this  world  we  are  seldom  called  upon  to  “suffer 
an  embarrassment  of  riches.”  But  certainly  now 
with  the  passage  of  Bill  916  by  the  Legislature, 
cancer  control  work  in  Rhode  Island  will  find  itself 
surfeited  with  wealth!  Lip  to  now  work  among 
the  indigent  has  been  carried  on  efficiently  on  a 
yearly  budget  of  barely  7,000  dollars.  Hospitaliza- 
tion and  treatment  have  been  paid  for  out  of  funds 


raised  by  the  Women’s  Field  Army.  No  one  suffer- 
ing from  cancer  in  the  ranks  of  the  poor  has  been 
refused  aid.  The  three  Class  A Tumor  Clinics  in 
out  State  have  functioned  well.  And  in  addition  a 
campaign  of  cancer  education  has  been  carried  on 
more  or  less  continuously  in  the  Press,  over  the 
Radio,  by  distribution  of  literature  and  by  talks  on 
cancer  by  medical  men  of  the  State. 

There  is  no  doubt  that  the  Bill  was  introduced 
with  the  best  possible  intentions  — but  it  was  intro- 
duced without  a sound  knowledge  of  what  is  already 
taking  place. 

The  Legislative  Committee  of  the  Rhode  Island 
Medical  Society  opposed  the  Bill  on  the  ground  that 
the  field  was  already  covered  by  private  agencies 
and  that  at  this  time  particularly  it  did  not  seem 
advisable  to  establish  a State  Division  of  Cancer 
without  a very  careful  study  of  the  whole  problem 
by  health  and  medical  authorities.  The  protest  was 
addressed  to  the  Honorable  Francis  X.  Asselin, 
Chairman  of  Finance  Committee,  House  of  Repre- 
sentatives with  a request  for  a hearing  and  nothing 
came  of  it ! 

The  purposes  of  the  Bill  are  set  forth  in  several 
sections.  In  section  one  the  State  Director  of  Health 
is  directed  to  formulate  a plan  for  the  care  and  treat- 
ment of  indigent  cancer  patients  after  “consulta- 
tion with  physicians  designated  by  the  President  of 
the  Rhode  Island  Medical  Society  with  other  in- 
terested organizations  and  with  such  experts  and 
non-experts  wherever  located  as  he  may  deem 
proper.” 

In  section  two  he  is  directed  to  “formulate  an 
educational  plan  for  the  purpose  of  preventing 
cancer"  (italics  ours).  Rather  a large  order  for 
any  Director  of  Health,  but  one  certainly  we  all 
hope  will  be  successful. 

The  third  section  deals  with  financial  aid  to  indi- 
gent cancer  patients,  to  help  them  obtain  diagnosis 
and  treatment  in  approved  Hospitals.  There  is  no 
question  that  the  purposes  of  the  Bill  are  excellent. 
There  is  no  doubt  that  with  a generous  appropria- 
tion by  the  State,  the  scope  of  cancer  control  can  be 
greatly  enlarged.  But  there  is  a doubt  in  our  minds 
as  to  advisability  of  dumping  the  whole  problem 
into  the  lap  of  the  Director  of  Health  already  bur- 
dened with  many  problems  without  giving  him  the 
help  of  a permanent  consultative  body.  We  will 
continue  to  hope  that  the  Legislature  at  its  next 
session  will  remedy  this  lack  in  a piece  of  legislation 
that  is  pretty  certain  to  meet  the  approval  of  the 
vast  majority  of  the  citizens  of  our  State. 
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President 

R.  I.  Medical  Society 


An  especial  effort  is  being  made  by  Dr.  Hussey, 
the  officers  and  the  committees  of  the  Society  to 
make  the  Annual  Meeting  interesting  and  attrac- 
tive. A new  feature  will  be  entertainment  in  the 
late  afternoon  of  Wednesday,  June  3rd,  the  first 
day  of  the  meeting.  After  the  scientific  session  at 
the  Medical  Library,  the  officers  will  invite  the 
members  and  their  wives  to  a social  hour  at  the 
Agawam  Hunt  to  meet  the  invited  guests  and  dele- 
gates from  other  state  societies.  After  this  all  the 
members  of  the  Society  may  have  the  privileges  of 
the  club  for  dinner  by  themselves  or  to  entertain 
guests.  If  the  weather  is  hot  this  should  he  a wel- 
come change  to  cool,  fresh  air. 


In  view  of  the  war  and  the  economic  stresses  that 
will  follow,  causing  unforseeable  changes  in  medi- 
cal practice,  it  is  obvious  that  the  State  Society 
should  he  strong  and  efficient.  The  officers  and 
committees  arranging  the  program  are  making  a 
special  effort  this  year  to  make  the  Annual  Meeting 
attractive.  A committee  under  the  chairmanship  of 
Dr.  Hammond  is  working  hard  preparing  a pro- 
posed revision  of  the  Rules  and  By-laws  of  the 
Society.  During  the  past  year  the  officers  have  met 
each  month  for  prolonged  sessions  to  discuss  im- 
provements in  administration.  May  we  urge  those 
of  you  who  do  not  usually  attend  Annual  Meetings 
to  try  this  one  for  two  full  days  and  see  if  it  is  not 
worthwhile. 

William  P.  Buffum,  Secretary. 


VICTOR  COEN 
of  London,  England 

Speaker  at  Annual  Dinner 
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131st  Annual  Meeting,  June  3rd  and  4th,  1942 


WEDNESDAY,  June  3rd 
MORNING 

Peters  House  Auditorium,  Rhode  Island  Hospital 

10:30  to  12:30.  Surgical  and  Medical  Clinics. 

1 o’clock,  Luncheon,  Nurses  Home 
AFTERNOON 

Rhode  Island  Medical  Library 

2:15.  Business  and  Introduction  of  Delegates 
from  other  State  Societies 
New  Phases  of  Cancer  Research 
Dr.  Herman  C.  Pitts,  President  of  the  American 
Society  for  Control  of  Cancer. 

The  Need  for  Fracture  Knowledge  in  Wartime 
Dr.  Robert  H.  Kennedy,  Associate  Clinical  Pro- 
fessor of  Surgery,  College  of  Physicians  and  Sur- 
geons. Attending  Surgeon  Skin  and  Cancer  Unit, 
N.  Y.  Post-Graduate  School  and  Hospital,  New 
York. 

Intermission  to  see  the  exhibits. 

The  Practitioner  and  the  Allergy  Problem 
Dr.  Robert  A.  Cooke,  Assistant  Professor  of 
Clinical  Medicine,  Cornell  University  Medical 
School,  Assistant  Attending  Physician,  New  York 
Hospital,  Chairman  of  the  Advisory  Board  of 
American  Allergists. 

EVENING 

5:30  to  6:30,  Agawam  Hunt,  East  Providence 
Social  Hour 

at  the  invitation  of  the  President  and  Officers  for 
members,  wives  and  guests.  Afterwards  the  privi- 
leges of  the  Club  are  extended  to  members  of  the 
Rhode  Island  Medical  Society,  wives  and  guests 
to  arrange  for  dinner. 

8:30,  Rhode  Island  Medical  Library 

Artcrio  Sclerosis,  Its  Causes 
Dr.  Timothy  Leary,  Emeritus  Professor  of  Bac- 
teriology and  Pathology,  Tufts  Medical  School; 
Medical  Examiner  for  Suffolk  County,  Boston. 


THURSDAY,  JUNE  4th 
MORNING 

St.  Joseph’s  Hospital 

8 A.  M.  Operative  Clinics. 

10  to  12  :30.  Dry  Clinics. 

12:30.  Luncheon. 

Charles  V.  Chapin  Hospital 

10:30  to  11  :30.  Thoracic  Clinic. 

11  :30  to  12:30.  Colored  moving  pictures  of 
Aseptic  Technique  in  a Contagious  Hospital. 

12:30.  Luncheon. 

AFTERNOON 

2:15,  Rhode  Island  Medical  Library 

Arthritis 

Dr.  Frank  B.  Cutts,  Assisting  Visiting  Physician 
Rhode  Island  Hospital 
Psychiatric  Aspects  of  Selective  Service 
Dr.  Arthur  H.  Ruggles,  Superintendent  of  But- 
ler Hospital;  President  of  American  Psychiatric 
Association. 

Intermission  to  see  Exhibits 

Military  Aspects  of  Thoracic  Surgery 
Dr.  Edward  E.  Churchill,  John  Homans  Profes- 
sor of  Surgery,  Harvard  Medical  School ; Surgeon 
in  Chief,  West  Surgical  Service,  Massachusetts 
General  Hospital. 

Presidential  Address 

Dr.  Frederic  V.  Hussey,  President  of  Rhode  Is- 
land Medical  Society. 

Installation  of  new  President  and  Officers 
EVENING 

7 o’clock.  Annual  Dinner.  Agawam  Hunt. 

Dr.  Halsey  DeWolf,  Anniversary  Chairman 
Mr.  Victor  Coen,  Barrister  and  Lecturer  of  Lon- 
don, England,  will  address  the  Society  on 
Hitler,  Napoleon  and  Philip  2nd  of  Spain 


RHODE  ISLAND  MEDICAL  SOCIETY  OFFICERS 

President  Frederic  V.  Hussey 

1st  Vice-President  John  Paul  Jones 

2nd  Vice-President  Charles  V.  Gormly 

Secretary  William  P.  Buffum 

Asst.  Secretary  Morgan  Cutts 

Treasurer  Jesse  E.  Mowry 

Asst.  Treasurer  Charles  J.  Ashworth 


COMMITTEE  ON  ANNUAL  MEETING 

Walter  S.  Jones,  Chairman 
Albert  A.  Barrows 

Suh-Committee,  Annual  Clinics 
Charles  Bradley 

Sub-Committee,  Commercial  Exhibits 
Edward  F.  Burke 
Ralph  L.  DiLeone 
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DEFENSE  MEASURES  TAKEN  BY 
RHODE  ISLAND  HOSPITALS 

All  hospitals  in  the  state  have  arranged  effective 
black-outs  and  have  geared  themselves  to  receive  a 
sudden  and  large  number  of  injured  persons,  the 
Hospital  Association  of  Rhode  Island  reports.  This 
preparedness  has  been  a serious  financial  problem 
ranging  from  $100  in  smaller  institutions  to  over 
$2000  in  the  larger  ones.  The  increased  tempo  of 
industry,  often  with  inexperienced  persons  per- 
forming a hazardous  task,  is  recognized  as  a poten- 
tial source  of  accidents  even  though  no  bombs  may 
fall.  Hospitals  that  have  offered  a two-year  in- 
terneship  have  rearranged  schedules  to  allow  max- 
imum service  in  the  year  following  graduation, 
before  Military  Service. 

Many  doctors  hardly  realize  the  detail  involved 
in  these  defense  measures.  The  two  largest  hos- 
pitals in  Providence  and  the  Memorial  in  Paw- 
tucket have  been  asked  by  the  Journal  for  a sum- 
mary of  their  preparations.  In  general  these  are 
very  similar.  We  are  printing  the  report  from  the 
Rhode  Island  Hospital  in  considerable  detail,  and 
are  supplementing  it  with  excerpts  which  are  of 
especial  interest  from  St.  Joseph's  and  the  Memo- 
rial. 

Rhode  Island  Hospital 

Instructions  have  been  distributed  to  the  wards 
and  to  all  other  buildings  on  the  premises  used  for 
hospital  purposes,  just  what  to  do  in  the  case  of 
bombing,  whether  it  occurs  during  the  day  or  night, 
or  in  the  case  of  explosions  or  other  catastrophes 
due  to  sabotage.  Provisions  for  a black-out  for  the 
whole  hospital  have  been  made  and  already  two 
trial  blackouts  and  one  official  blackout  have  been 
carried  out. 

Internes  and  residents  are  to  report,  one  to  each 
ward  and  the  balance  to  the  Accident  Room  when 
the  air-raid  signal  is  given.  All  other  employees  are 
to  report  to  their  usual  places  of  work.  If  this 
occurs  at  night,  all  employees  who  possibly  can  are 
asked  to  return  to  the  hospital.  As  yet  no  cards  of 
identification  have  been  issued  so  that  the  per- 
sonnel of  the  hospital  would  not  be  held  up  on  the 
streets,  but  it  is  expected  that  such  cards  will  be 
issued. 

Specific  directions  have  also  been  issued  as  to 
what  procedures  will  be  followed  in  different  parts 
of  the  hospital  in  the  case  of  air-raid  warning.  If 
the  warning  comes  at  night,  all  unnecessary  lights 
are  to  be  turned  off,  shades  pulled  and  other  black- 


out provisions  executed  at  once.  Many  of  the  em- 
ployees, particularly  those  in  the  Maintenance  De- 
partment, will  act  as  air-raid  wardens  to  take  care 
of  incendiary  bombs.  The  top  floors  are  provided 
with  shovels,  sand  and  special  fire  extinguishers. 
Certain  men  will  be  assigned  to  stations  where  they 
can  turn  off  gas,  water  or  electricity  if  it  is  neces- 
sary in  case  of  actual  bombing.  A pump  has  been 
supplied  and  is  being  installed  in  the  boiler  room  to 
increase  the  water  pressure  in  case  it  falls  due  to 
heavy  fires  in  other  parts  of  the  city.  Each  main- 
tenance man  and  other  personnel  of  the  hospital 
have  specific  duties  to  perform. 

Fire  brigades  are  being  formed,  and  new  fire 
rules  are  about  to  be  posted  in  all  parts  of  the  hos- 
pital to  take  care  of  fires  due  to  any  cause.  Demon- 
strations have  been  made  by  the  Providence  Fire 
Department  for  the  benefit  of  such  personnel  as 
need  to  be  instructed  on  how  to  use  fire-fighting 
apparatus  installed  throughout  the  hospital,  while 
waiting  for  the  Fire  Department  to  arrive. 

Specific  directions  have  been  set  up  in  the  Admit- 
ting and  Accident  Department  as  to  how  casualties 
should  be  handled. 

Through  personal  subscription  money  has  been 
provided  for  transportation  splints,  first-aid  kits 
and  equipment  for  certain  station  wagons  to  fit 
them  up  for  ambulance  purposes.  There  are  avail- 
able, including  our  regular  ambulances,  eleven 
vehicles  for  bringing  patients  to  the  hospital  or 
transferring  them  wherever  they  should  be  taken. 
The  Red  Cross  Motor  Corps  will  drive  all  the  beach 
wagons  but  the  regular  ambulances  will  be  manned 
by  the  hospital  drivers. 

In  case  of  air-raid  signals,  all  patients  are  to  be 
moved  away  from  windows.  They  are  not  to  be 
moved  out  of  the  ward,  however,  until  specific 
directions  have  been  gvien.  Specific  directions  have 
been  issued  as  to  how  these  patients  are  to  be  moved 
from  one  part  of  the  hospital  to  another.  A micro- 
phone has  been  installed  in  the  Superintendent’s 
office  and  patients  will  not  be  moved  unless  orders 
are  received  from  this  office  by  some  member  of  the 
administration.  It  will  also  be  possible  to  give  other 
specific  directions  to  different  parts  of  the  hospital 
over  the  loud  speakers  now  in  operation. 

An  emergency  medical  staff  has  been  selected 
who  will  come  to  the  hospital  at  once  in  the  case  of 
air-raid  signal.  Some  fifty  physicians  have  been 
selected  from  different  departments  to  respond  to 
this  call.  Others  will  be  called  if  necessary.  For 
the  most  part,  patients  will  be  directed  through  the 
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Admitting  Department  to  the  wards.  Cases  in 
which  emergency  operations  are  necessary  will  be 
routed  directly  to  the  Operating  Room.  Minor  in- 
juries not  requiring  admission  will  be  cared  for  in 
the  Admitting  Department. 

Two  casualty  stations,  based  on  the  Rhode  Island 
Hospital,  have  been  established,  one  at  the  Rhode 
Island  Hospital  and  the  other  at  the  Brown  Univer- 
sity Infirmary.  Four  physicians  and  four  nurses  are 
to  report  at  once  to  the  Rhode  Island  Hospital  and 
four  physicians  and  four  nurses  to  the  Brown  In- 
firmary. Casualty  station  equipment  and  first-aid 
kits  purchased  by  the  city  will  be  soon  distributed 
to  these  casualty  stations. 

Since  last  September  in  the  Nursing  Depart- 
ment, Red  Cross  first-aid  courses  have  been  given 
to  227  nurses  ; 58  women  have  been  trained  as  Red 
Cross  Nurses’  Aides,  and  44  as  Red  Cross  Gray 
Ladies.  Refresher  courses  have  been  given  to  44 
graduate  nurses.  The  training  of  Gray  Ladies  and 
Nurses’  Aides,  and  the  refresher  courses  for  grad- 
uate nurses  is  not  only  a valuable  community  service 
but  it  is  going  to  be  particularly  valuable  to  the 
hospital  in  view  of  the  fact  that  the  nursing  service 
will  undoubtedly  be  very  much  depleted  as  time 
goes  on. 

Everything  is  being  done  to  prepare  the  hospital 
for  its  share  of  responsibility  if  disaster  should 
occur  so  that  patients  will  be  adequately  and  effi- 
ciently taken  care  of. 

The  new  blood  bank  began  operation  May  4. 
Each  service  will  be  held  responsible  for  maintain- 
ing the  supply.  In  an  emergency  a service  will  be 
allowed  a debit  of  four  flasks.  If  such  a debit  is  not 
made  up  at  the  next  donation  period  that  service 
will  not  be  able  to  employ  the  Bank’s  service. 

Blood  will  be  taken  from  donors  on  Tuesdays, 
4-6  p.  m. ; Thursdays,  3-5  p.  m. ; Fridays,  7-9  p.  m. 
Donors  shall  be  scheduled  for  these  periods  through 
the  Information  Desk.  Donors  should  be  instructed 
to  report  fasting  for  four  hours.  (They  should 
drink  plenty  of  water.)  An  effort  should  be  made 
to  secure  at  least  three  donors  for  each  transfusion. 
Blood  not  used  will  be  converted  to  plasma  which 
in  turn  will  be  available  to  the  service  supplying 
the  donor. 

When  blood  is  wanted  a special  requisition  slip 
must  be  filled  out  and  sent  to  the  Blood  Bank  lab- 
oratory with  sample  of  patient’s  blood.  The  Interne 
will  be  notified  when  the  blood  is  ready.  He  must 
personally  call  at  the  bank  to  receive  the  hlood  and 
sign  for  it.  It  should  be  carried  to  the  ward  with 
as  little  agitation  as  possible. 
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Blood  will  be  labeled  with  group  and  color  as 
follows : 

Y ellow  — A Blue  — B 

Green  — AB  Red  — O 

The  pink  sheet  attached  to  the  flask  is  to  be  com- 
pleted by  the  interne  and  attached  to  the  patient’s 
chart. 

Whenever  possible  the  Blood  Bank  should  be 
given  24  hours’  notice. 

Plasma  will  be  available  on  a similar  debit-credit 
basis  when  and  if  it  accumulates  from  the  donors 
sent  by  the  service. 

St.  Joseph’s  Hospital 

In  December  of  last  year  when  the  call  came  for 
activities  of  Defense  work,  the  Board  of  Trustees 
of  the  Hospital  authorized  a committee  to  proceed 
with  the  plans  for  organization  and  equipment  in 
anticipation  of  services  that  might  be  necessary  to 
meet  any  event  in  which  the  Hospital  might  be 
called  upon  to  render  services.  As  like  other  of  the 
major  hospitals  in  the  community,  St.  Joseph’s 
Hospital  was  designated  as  a so-called  evacuation 
center  and  its  facilities  including  the  medical, 
nursing  and  employee  staffs  were  organized  in 
preparation  to  serve  as  the  occasion  might  warrant. 

The  Hospital  has  been  organized  into  an  Evacua- 
tion Hospital,  patterned  very  closely  along  military 
lines.  Facilities  are  provided  for  the  establishment 
of  a complete  surgical  unit  in  full  operation  in  cer- 
tain sections  of  the  Hospital.  Provisions  are  also 
made  for  the  reception  and  evacuation  of  patients 
along  certain  definite  lines  with  special  regard  to 
walking  wounded,  operative  cases  and  slightly 
wounded.  Provision  is  also  made  for  the  reception 
and  treatment  of  gas  cases.  Added  facilities  include 
the  use  of  the  Peace  Street  School,  granted  by  the 
Providence  School  Committee  and  the  use  of  the 
Nurses’  Home  for  overflow.  Provision  is  also  made 
for  the  use  of  St.  Aloysius  Home,  if  necessary. 
Provision  is  also  made  for  traffic  routes  to  and 
from  the  vicinity  of  the  Hospital,  as  well  as  park- 
ing facilities  for  ambulances  serving  the  Hospital 
from  other  units. 

In  preparation  of  these  plans,  one  thought  has 
been  uppermost  and  that  is  the  probable  necessity 
of  continuing  a certain  amount  of  our  regular  hos- 
pital duties  and  care  of  the  ordinary  civilian  needs. 
The  plans  as  far  as  possible  will  not  interfere  with 
or  interrupt  the  various  hospital  services  as  they 
now  exist  and  function.  It  is  proposed  that  the  men 
in  charge  of  the  services  at  the  time  of  an  emer- 
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gency  will  continue  to  care  for  and  accept  on  their 
services  new  cases  classified  for  admission  accord- 
ing to  the  regular  hospital  procedure  as  it  now 
stands.  In  the  event  of  any  one  service  being  over- 
taxed, the  Attending  Physician  has  in  reserve  all  of 
the  other  personnel  of  the  department  who  has  been 
called  upon  to  supplement  the  work  at  hand.  En- 
deavor has  been  made  with  the  thought  to  making 
necessary  supplies  in  full  stock  and  to  anticipate 
emergency  needs  for  special  requirements  as  blood 
and  plasma.  In  regard  to  the  latter,  the  Hospital 
is  attempting  to  establish  a list  of  blood  donors  and 
it  is  hoped  that  some  arrangements  may  be  made 
either  in  our  Laboratory  or  in  conjunction  with 
some  other  unit,  in  order  that  a blood  bank  and 
blood  plasma  reserve  might  be  accomplished. 

There  have  been  numerous  meetings  of  the  Ac- 
tive and  Associate  Staffs,  together  with  the  Nurs- 
ing and  Employee  Departments  with  discussion  of 
the  various  problems  that  may  develop  and  it  is  felt 
that  the  Hospital  is  quite  ready  to  serve  efficiently 
in  any  emergency  that  may  lie  before  us. 

Memorial  Hospital 

Our  position  in  the  midst  of  an  active  industrial 
and  defense  area  requires  that  we  take  action  to 
insure  suitable  emergency  treatment  to  a large 
number  of  injured  persons  within  a short  period 
of  time. 

This  War  does  not  necessarily  mean  that  we  shall 
be  subject  to  enemy  attack,  however,  we  must  rec- 
ognize the  ever  present  possibility  of  sabotage  and 
large  industrial  accidents  that  may  be  expected  as 
industry  continues  to  expand  often  with  new  and 
inexperienced  help. 

The  Hospital  has  in  the  last  few  months  taken 
steps  to  insure  adequate  supplies  being  on  hand  to 
meet  the  sudden  needs  of  a large  accident  and  we 
believe  that  with  all  departments  pulling  together 
we  could  handle  a sudden  influx  of  accident  victims 
with  reasonable  dispatch  during  the  day. 

Our  chief  concern  now  is  to  prepare  in  advance 
for  a possible  demand  at  night  that  would  far  ex- 
ceed the  ability  of  our  night  force  to  cope  with,  due 
to  limited  personnel  and  inaccessible  supplies. 

The  Visiting  Staff  have  just  been  regimented 
into  squads  to  cover  surgery  and  accident  room, 
shocks  and  decontamination,  and  x-ray  interpre- 
tations. 

It  is  proposed  that  these  squads  be  broken  down 
further,  as  we  progress,  on  a trial  and  error  basis 
to  determine  just  what  is  most  adaptable  in  view  of 


expected  depletion  of  our  visiting  staff  for  military 
service. 

The  Blood  Bank  was  established  at  this  Hospital 
a few  years  ago  but  did  not  function  in  a manner 
adaptable  to  wartime  needs  and  as  a result,  this 
Department  has  been  completely  reorganized  and 
we  are  at  this  time  banking  blood  from  clinics  held 
two  days  per  week.  Our  procedure  follows  that 
established  at  the  Massachusetts  Memorial  Hospi- 
tals in  many  respects,  except  that  we  are  using  com- 
mercial solutions  and  equipment  for  both  blood 
banking  and  plasma  storage. 


CLINICAL-PATHOLOGICAL  CONFER- 
ENCES OF  THE  RHODE  ISLAND 
HOSPITAL 

Dr.  B.  Earl  Clarke,  Editor 

CASE  RECORDS  AS  USED  IN  THE  BI-WEEKLY 
OPEN  MEETINGS. 

Case  from  the  Tumor  Clinic  presented  by 
Dr.  Charles  J.  Smith 

Mrs.  E.  C.  Housewife  Age  30  White. 

Admitted  to  hospital  December  18,  1940. 

Complaint : Swelling  and  pain  left  lower  jaw  two 
weeks’  duration. 

General  health  good  except  for  appendectomy 
four  years  ago.  Appetite  good.  Menses  regular. 
No  undue  discomfort. 

Father  — alive  and  well. 

Mother  — dead,  cause  unknown. 

Two  brothers  and  two  sisters  — alive  and  well. 

Husband  — alive  and  well. 

One  child  — daughter  — alive  and  well. 

No  history  of  T.  B.,  cancer,  cardiorenal  or  dia- 
betic diseases. 

Physical  Examination : 

Temperature  99.4  Pulse  95  Respiration  22. 
Blood  Pressure  122/66. 

General  physical  examination  negative  except 
for  swelling  of  lower  left  jaw.  Mucosa  of  the 
mouth  and  teeth  in  healthy  condition.  Lower  left 
second  molar  missing  — extracted  two  years  pre- 
viously. Left  side  of  mandible  shows  diffuse  swell- 
ing causing  asymmetry  of  face.  Swelling  hard  and 
fixed  extending  from  angle  of  jaw  to  first  bicuspid 
area  of  same  side.  Mass  slightly  tender  under 
pressure. 

Laboratory : 

X-ray  examination  shows  an  area  of  decreased 
density  in  the  left  side  of  mandible  and  the  A.  P. 
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view  shows  an  expansion  three  times  the  normal 
thickness  of  the  bone  but  no  evidence  that  the  cortex 
has  been  broken,  though  markedly  thinned.  The 
appearance  is  that  of  a benign  tumor  the  exact  na- 
ture of  which  cannot  be  determined  from  the  films 
alone. 

Blood  Wassermann  — negative. 

Urine  — negative. 

Because  of  the  extensiveness  of  bone  destroyed 
a biopsy  was  performed,  section  being  taken  from 
within  the  oral  cavity. 

Discussion  by  Dr.  Charles  J.  Smith 

From  the  abstract  on  Mrs.  E.  C.’s  case,  we  are 
dealing  with  a healthy  young  married  woman 
whose  only  complaint  was  an  enlargement  of  her 
left  lower  jaw,  and  painless  except  on  pressure  and 
then  only  slightly  so. 

The  swelling  was  firm  and  hard,  extending  from 
the  angle  of  the  jaw  forward  to  the  bicuspid  area. 

There  was  no  evidence  of  acute  infection. 

The  oral  cavity  was  in  a very  healthy  condition 
and  little  dentistry  had  been  done. 

The  lower  left  second  molar,  however,  was  ex- 
tracted some  time  previously  without  complication. 

X-ray  pictures  were  taken  of  the  jaw  and  they 
disclosed  extensive  bone  destruction,  not  of  the 
type  of  chronic  osteomyelitis,  but  a well  circum- 
scribed area  involving  the  whole  body  of  the  mandi- 
ble from  angle  to  first  bicuspid  tooth. 

With  the  evidence  of  the  missing  molar  in  this 
area,  this  condition  very  reasonably  could  be  diag- 
nosed as  an  enlarged  root  cyst  that  may  have  re- 
sulted from  the  infected  molar. 

To  make  a diagnosis  of  these  jaw  lesions  from 
x-ray  films  alone  is  rather  questionable  and  danger- 
ous, for  many  may  be  the  benign  dental  cysts  re- 
sulting from  chronic  infections  while  others  may 
be  tbe  result  of  transitional  changes  of  cells  of  em- 
bryonic tissue  which  result  in  bone  destruction  by 
extension. 

The  latter  are  dangerous  lesions.  They  may  ap- 
pear well  circumscribed  in  the  X-ray  film  but  upon 
operation  they  show  finger-like  extensions  that  most 
necessarily  must  be  removed.  Such  a situation  was 
shown  during  operation  of  the  case  in  question. 

Biopsy  demonstrated  in  this  case  that  we  were 
dealing  with  a Localized  Osteitis  Fibrosa. 

This  condition  is  generally  found  in  patients  less 
than  twenty-one  years  of  age.  It  is  supposed  to  be 
a reparative  process  preceded  by  a destructive 
process. 
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This  bone  disease  was  first  described  by  von 
Recklinghausen  in  1891.  More  recently  there  has 
been  a greater  consideration  of  bone  disturbances 
that  appear  to  be  connected  with  parathyroid  ac- 
tivity; Geschickler,  Copeland,  Hunter,  Turnbull 
and  Thoma  have  recognized  this  disease  as  it  affects 
the  jaw  bones  and  particularly  the  mandible. 

Osteitis  fibrosa  affects  children  and  young  adults. 
Like  all  slow-growing  diseases,  it  may  not  be  recog- 
nized until  there  is  some  departure  of  the  bone 
from  the  normal  appearance  in  the  X-ray.  There 
may  be  an  apparent  swelling  without  pain,  redness, 
or  rise  in  temperature. 

Osteitis  fibrosa  may  be  associated  with  a hyper- 
parathyroidism, an  excessive  amount  of  calcium  in 
the  blood  serum,  but  quite  often  it  may  occur  with- 
out parathyroid  activity.  It  may  be  circumscribed, 
locating  in  a single  bone,  and  very  often  it  affects 
the  long  bones.  The  skull  may  be  involved  and  the 
mandible  is  more  frequently  affected  than  the  max- 
illa. Most  often,  when  this  disease  occurs  in  the 
jaw  bones,  its  presence  is  noted  by  a member  of  the 
family  or  by  a friend  who  notices  an  asymmetry  of 
the  facial  contour.  This  is  regrettable,  for  when 
changes  in  the  facial  appearances  occur,  much  bone 
disturbance  has  already  taken  place,  and  operative 
procedure  may  have  to  be  quite  radical. 

Tbe  progress  of  the  condition  is  painless  and 
differential  X-ray  diagnosis  is  difficult.  Without 
demonstrations  of  similar  disturbances  by  the 
X-ray  in  other  bones  of  the  body,  a biopsy  should  he 
made  before  surgical  procedure  is  attempted.  The 
clinical  observation,  coupled  with  X-ray  interpre- 
tation and  the  results  of  a biopsy,  govern  also  the 
amount  of  surgery  necessary  to  eradicate  the 
disease. 

Case  Report : The  patient,  a young  married 
woman,  the  mother  of  one  child,  has  been  well  ex- 
cept for  the  local  condition  of  which  she  has  com- 
plained. The  radiogram  shows  that  changes  have 
occurred  in  the  mandible.  There  was  no  demon- 
stration of  the  disease  in  other  bones.  A biopsy  was 
taken  and  examined  by  Hr.  B.  Earl  Clarke,  Pathol- 
ogist at  the  Rhode  Island  Hospital,  and  by  Drs. 
Mallory,  Warren  and  Bennett  of  Boston,  and  all 
agreed  that  complete  resection  of  the  mandible  was 
indicated.  When  such  a decision  has  been  made,  it 
is  the  obligation  of  the  surgeon,  or  the  oral  surgeon, 
and  the  dentist  involved,  to  collaborate ; for  the 
post-operative  result  is  successful  only  if  successful 
appearance  and  function  are  attained.  Therefore, 
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where  radical  resections  of  the  jaw  are  contem- 
plated, the  cooperation  of  the  surgeon  and  the 
dental  surgeon  are  truly  indicated. 

After  a decision  has  been  made  by  the  surgeon, 
he  marks  out  on  the  radiogram  just  where  the  lines 
of  resection  will  be  made,  and  it  is  then  the  duty  of 
the  dental  surgeon  to  prepare  the  necessary  splints 
to  retain  the  parts  in  their  proper  relationship.  Most 
fortunately,  at  the  Rhode  Island  Hospital  there  is 
a close  cooperation  between  the  Surgical  Services 
and  those  who  serve  as  Dental  Surgeons.  In  this 
particular  case,  Drs.  Robert  Baldridge  and  Emery 
Porter  collaborated  with  the  writer.  Because  of 
their  collaboration,  splints  had  been  prepared  pre- 
vious to  operation,  and  were  partially  inserted  at 
the  completion  of  the  operative  procedure. 

Osteo-periosteal  or  hone  grafts  of  course  may 
not  be  attempted  for  quite  some  time  after  such  re- 
sections. Such  grafts  must  be  inserted  in  a sterile 
field,  and  therefore  must  be  done  extra-orally,  when 
there  is  no  possible  chance  of  infection  from  the 
oral  cavity. 

To  summarize,  the  cause  of  this  disease  is  un- 
known; it  is  supposed  that  it  may  be  the  result  of 
injury,  a lowr  grade  inflammatory  condition,  or  a 
disturbance  of  the  function  of  the  endocrine  glands. 

Dr.  Gormly:  “When  the  tooth  was  removed,  did 
you  find  the  aching  due  to  bone  disease  or  tooth 
disease?" 

Dr.  Smith:  “Bone  disease.” 

Dr.  Cuffs:  “Would  it  have  been  advisable  to  put 
in  a metal  piece  to  support  the  jaw?” 

Dr.  Smith:  “No,  if  we  did,  we  would  never  in  the 
course  of  things  get  around  to  putting  in  a bone 
graft.” 

Dr.  Cutts:  “Are  these  tumors  sometimes  called 
an  epulis  ? Or  giant  cell  tumor  ?” 

Dr.  Clarke:  “No,  this  is  an  entirely  different 
lesion.” 

Dr.  Baldridge:  “Surgery  of  the  jaw  is  a rela- 
tively simple  matter.  The  difficult  part  is  the  after 
care.  It  is  not  an  operation  which  you  should  do 
without  an  expert  dental  surgeon.  Another  point 
is  that  it  is  very  difficult  to  decide  just  how  much 
surgery  to  perform.  We  planned  a certain  dental 
procedure,  but  after  the  surgeon  went  in  and  re- 
moved the  part  of  the  jaw  which  distinctly  showed 
by  X-ray  as  being  the  part  affected,  he  scraped 
away  bone  for  one-half  inch  which  did  not  show  by 
X-ray. 

Another  point  was  whether  the  periosteum  could 
be  saved.  I feel  that  in  disease  such  as  this,  it  is 


practically  impossible,  because  the  cortex  of  the 
bone  is  so  thin.  Surgery  should  be  conservative  and 
done  much  earlier  in  the  game. 

Discussion  by  Dr.  Clarke 

We  studied  this  specimen  a great  deal  and  had 
considerable  doubt  about  it.  We  had  three  or  four 
Boston  men  advise  us  as  to  therapy  and  it  seemed 
to  be  the  opinion  of  all  of  them  that  a radical  resec- 
tion was  indicated.  X-ray  treatment  would  be  of 
no  help.  One  doctor  told  of  a case  that  recurred 
when  they  thought  they  had  removed  all  the  tumor. 
While  considered  benign  it  can  recur.  Histologi- 
cally it  is  composed  of  bone  and  fibrous  tissue. 
These  lesions  have  been  called  “ossifying  fibroma,” 
“fibrous  osteomas”  and  “fibrosing  osteitis.”  They 
occur  frequently  in  the  jaw  and  seldom  anywhere 
else.  While  locally  very  destructive  they  do  not 
metastasize.  I do  not  believe  that  it  should  be  con- 
sidered as  a part  of  osteitis  fibrosa  cystica  or  von 
Recklinghausen’s  disease. 

Case  presented  by  Dr.  Louis  I.  Kramer 

W.  J.,  Male  Age  64  years  W.P.A.  Laborer. 

Admitted  to  the  hospital  December  31,  1940 
complaining  of  general  malaise  and  cough  of  four- 
days’  duration.  The  cough  was  productive  of  color- 
less sputum  and  at  no  time  was  it  blood  streaked. 
In  spite  of  the  cough  and  general  malaise  the  pa- 
tient managed  to  continue  at  his  work  until  the  day 
of  admission.  He  has  had  no  shaking  chills  or 
pleuritis  pain,  although  he  did  feel  chillier  than 
usual. 

Past  History:  Married  31  years.  No  children. 
Wife  living  and  well.  He  has  been  a heavy  smoker 
and  a heavy  drinker  until  3 years  ago.  No  weight 
loss.  He  enjoyed  good  health  up  to  present  illness. 

System  Review:  Head,  ears,  nose  and  throat 
negative. 

C.  R.  No  chronic  cough,  pleurisy,  asthma,  dys- 
pnea, orthopnea,  angina,  and  edema. 

G.  /.  Essentially  negative. 

G.  U.  Penile  sore  at  20  for  which  he  took  mer- 
cury by  mouth  for  18  months.  G.  C.  at  an  early  age. 
For  several  years  before  admission  to  hospital  he 
has  had  slight  difficulty  in  starting  urinary  stream. 

N.  M.  He  had  a “stroke”  3 years  ago.  Sudden 
in  onset  and  associated  with  weakness  of  legs.  He 
had  no  complete  paralysis  and  improved  sufficiently 
so  that  he  was  able  to  work  as  a laborer. 

Physical  Examination:  T99:5  P 100  R 24 

BP  140/72. 

Well  developed  and  well  nourished  white  Amer- 
ican, appearing  acutely  ill. 


May,  1942 


CLINICAL  PATHOLOGICAL  CONFERENCES 


The  pupils  were  slightly  irregular  and  fixed  to 
light. 

Chest  expansion  equal,  dull  to  percussion  poster- 
iorly on  the  right  with  B.  V.  and  B.  S.  between  T 3 
and  T 5 and  distant  rales  below  T 5 and  in  the  axilla. 
Mention  of  friction  rub  in  this  area  was  made  in 
discharge  note.  Heart  normal  in  size,  regular, 
rapid.  The  sounds  were  slightly  muffled  and  no 
murmurs  were  heard. 

Abdomen  normal  to  inspection  and  palpation. 

Rectal  — several  external  hemorrhoids  were 
noted.  No  masses  and  no  abnormality  of  prostate 
noted. 

Reflexes  — cremasterics.  Absent  in  knees.  Neg- 
ative Babinski.  Absent  sense  of  position  and  move- 
ment in  toes. 

Laboratory:  Wassermann  and  Hinton  positive. 

Hgh.  16  grams  on  admission.  12  grams  6 days 
later. 

R.  C.  5,200,000.  W.  C.  26,400,  27,200,  34,400. 
Differential  on  admission  was  82%  PMN  and 
18  S.  L. 

Urea  nitrogen  13,  15,  20,  46,  51,  73,  73. 

Creatinine  5.8,  6.3,  9.2,  9.2.  CCL40  and  39. 

The  blood  culture  and  sputum  were  both  positive 
for  type  1 pneumococcus. 

Urinalysis  — sp.  gr.  1 .017,  1.010.  Sugar  0.  Al- 
bumin 1 to  3 plus. 

No  casts.  W.  B.  C.  3 to  5.  R.  B.  C.  20  (after  4 
days  of  sulfathiazole  treatment).  Sulfathiazole 
crystals  were  present. 

Chest  X-ray  12/31/40: 

Examination  of  the  chest  shows  an  extensive 
area  of  increased  density  in  the  right  lung  extend- 
ing from  the  diaphragm  to  the  second  anterior 
rib,  consistent  with  consolidation  of  pneumonia. 
The  left  lung  field  is  clear.  There  is  a narrow  dense 
line  extending  along  the  left  border  of  the  heart, 
consistent  with  calcification  in  the  pericardium. 
There  is  no  fluid  in  the  pleural  cavities. 

Chest  X-ray  1/4/41  : 

There  is  extensive  mottled  dullness  involving  the 
entire  right  lung.  The  bronchial  tree  is  accentuated 
in  the  left  lung.  There  is  evidence  of  pneumonia 
involving  the  right  lung.  When  the  patient  is  able 
to  come  to  the  X-ray  department,  request  views  in 
various  positions  to  determine  the  extent  of  the 
calcification  in  the  pericardium. 

E.  K.  G.  1/6/41 : 

The  rhythm  is  regular  and  conduction  time  is 
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normal.  The  T waves  are  low  throughout  the  limb 
leads  and  upright.  In  the  chest  lead,  there  is  some 
slurring  of  the  upward  stroke  of  the  R wave,  and 
the  T wave  is  for  the  most  part  inverted.  This 
record  is  not  particularly  diagnostic  of  any  cardiac 
pathology.  Rate  91. 

E.  K.  G."  1/9/41 : 

The  rhythm  is  regular  and  conduction  time  nor- 
mal. The  voltage  is  decreased  in  the  mean  deflec- 
tions throughout  the  limb  leads.  T 1 and  2 are  quite 
flat.  The  chest  lead  is  not  abnormal.  The  electrical 
systole  is  increased,  being  .46.  This  might  he  ac- 
counted for  by  a hypocalcemia  state,  due  to  the 
patient’s  anuria.  Rate  90. 

Cystoscopy  1/7/41  : 

Catheterization  of  ureters.  No.  16  F cystoscope 
passed  easily  and  one  ounce  of  hazy  urine  obtained. 
Mucosa  moderately  hyperaemic.  Minute  chalk-like 
particles  seen  on  the  floor  of  the  bladder.  Fine 
trabeculations  present.  Slight  enlargement  of  lat- 
eral lobes  of  the  prostate.  A No.  5 F catheter 
passed  into  each  pelvis  and  urinary  flow  present 
from  both  sides.  Pelvis  irrigated  with  sterile 
water.  Catheters  kept  indwelling. 

Cystoscopy  1/8/41  : 

Cystoscopy  and  catheterization  of  ureters.  No. 
16  F cystoscope  passed.  Bladder  mucosa  markedly 
injected  and  edematous.  Numerous  white  crystal- 
like particles  seen  on  the  floor  of  the  bladder.  Left 
ureter  catheterized  and  pelvis  washed.  Catheter 
left  indwelling.  Right  ureter  could  not  be  cathe- 
terized. 

Note:  500  c.c.  of  bloody  urine  obtained  on  pass- 
age of  the  cystoscope.  Bladder  urine  : sediment  - — 
few  epithelial,  few  acid  a.  uriate  crystals,  moderate 
number  red  blood  cells,  few  white  blood  cells,  tb. 
smear  — no  tbc.  seen,  stained  smear  — diplococci, 
some  in  chain,  few  pus  cells  and  gram  positive, 
culture  — nonhemolytic. 

Sulfathiazole  Determinations : 

1/2  F 3.4  mg  % 

1/4  F 4.4  mg  % 

1/6  F 14.0  mg  % 

1/7  F 14.4  mg  % 

1/8  F 1 1.4  mg  % 

1/9  F 11.3  mg  % 

Course  in  Hospital:  Because  of  the  blood  stream 
infection  the  patient  was  given  50,000  units  of  Type 
1 pneumococcus  antiserum  plus  the  usual  sulfathia- 
zole treatment  of  4 grams  for  the  initial  dose  and 


T 5.3  mg  % 
T 7.2  mg  % 
T 28.5  mg  % 
T 30.9  mg  % 
T 25.1  mg  % 
T 24.4  mg  % 
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1 gram  every  4 hours  thereafter.  He  responded 
well,  and  on  the  6th  day  was  afebrile.  However,  on 
this  day  he  was  also  found  to  have  a B.  LT.  N.  of  46 
with  14  mg.  percent  free  Sulfathiazol  and  20  mg. 
percent  of  total  drug.  Sulfathiazol  was  immediately 
stopped.  However  from  this  time  on  the  patient 
never  put  out  more  than  16  ounces  of  fluid  in  spite 
of  intake  up  to  150  ounces  a day.  B.  U.  N.  rose  to 
73  and  creatinine  to  9.2.  Sulfathiazol  level  did  not 
fall  below  1 1 mg.  percent  free  and  24  mg.  percent 
total  drug.  The  patient  gradually  became  more 
and  more  drowsy  and  expired  on  the  11th  hospital 
day.  Two  retrograde  cystoscopies  to  wash  crystals 
from  the  ureters  were  of  no  avail.  In  the  second 
instance  the  catheter  on  the  right  could  not  pass  into 
part  of  the  ureter. 

Discussion  by  Dr.  Kramer 

The  essential  facts  in  this  case  are: — 1.  Pneu- 
mococci Type  I in  the  sputum  and  blood.  2 Roent- 
genray  evidence  of  consolidation  of  the  right  lung 
and  calcification  in  the  pericardium.  3.  Leukocy- 
tosis. 4.  Clinical  improvement  following  sulfathia- 
zole  and  specific  serum  therapy.  5.  Anuria  with 
azotemia.  6.  Death. 

It  is  obvious  that  the  patient  did  not  die  from  the 
pneumonia  per  se.  Consequently  death  was  caused 
by  either  some  complications  arising  from  the  pneu- 
mococci infection  or  by  some  disease  which  was 
present  prior  to  the  pneumonia,  or  as  a result  of  the 
treatment  with  sulfathiazole.  The  probable  condi- 
tions that  might  have  existed  prior  to  present  illness 
may  be  categorically  enumerated  as  follows : — 1. 
Pulmonary  tuberculosis.  2.  Malignancy  of  the 
lung,  primary  or  metastatic.  3.  Adhesive  pericar- 
ditis. 

Tuberculosis  may  be  ruled  out  on  the  basis  of  the 
X-ray  findings,  high  white  blood  count  and  the 
apparent  well-being  of  the  patient  prior  to  his  pres- 
ent illness.  Malignancy  may  also  be  dismissed  as  a 
probability  inasmuch  as  there  is  nothing  in  the 
history  or  physical  examination  to  make  one  sus- 
pect it.  As  for  adhesive  pericarditis  the  only  evi- 
dence to  support  it  is  the  meagre  X-ray  finding  of 
a narrow  dense  line  extending  along  the  left  border 
of  the  heart  consistent  with  calcification  in  the 
pericardium.  Classic  signs  and  symptoms  such  as 
hepatic  engorgement  with  ascites,  systolic  retrac- 
tion of  the  chest  wall,  and  congestive  failure  were 
completely  absent. 

The  likelihood  of  a pneumococci  meningitis 


certainly  should  be  considered  in  spite  of  the  fact 
that  there  is  nothing  in  the  follow-up  notes  to  sug- 
gest it,  except  that  on  the  6th  hospital  day  a lumbar 
puncture  was  considered  but  deferred.  It  would 
seem  to  me  that  unless  there  were  signs  of  menin- 
geal irritation  a lumbar  puncture  would  not  have 
been  thought  of.  I am  therefore  inclined  to  consider 
pneumococcic  meningitis  as  a probable  cause  of 
death.  The  other  possibility  is  that  he  died  from  the 
toxic  effects  resulting  from  the  treatment  with 
sulfathiazole,  and  that  is  not  as  uncommon  as  one 
might  wish  to  believe.  This  patient  following  ther- 
apy developed  backache,  hematuria  and  finally 
anuria.  His  blood  urea  nitrogen  rose  from  13  mgs. 
per  cent  to  73  mgs.  per  cent  and  the  creatinine  to 
9.2  mgs.  per  cent.  His  CCb  combining  power,  how- 
ever, remained  within  normal  limits  (40  and  39). 
The  fact  that  the  urologist  succeeded  in  draining 
each  pelvis  on  the  first  attempt  plus  the  normal 
CO_.  combining  power  plus  a urea  nitrogen  of 
only  73,  to  my  mind  eliminates  uremia  as  a possible 
cause  of  death.  The  failure  to  catheterize  the  right 
ureter  the  following  day  can  be  attributed  to  the 
inflammatory  process  in  the  bladder  mucosa  caused 
by  trauma  from  previous  catheterizations  or  from 
sulfathiazole  crystals.  I do  not  think  the  slight 
enlargement  of  the  lateral  lobes  of  the  prostate  or 
the  positive  Wassermann  were  in  any  way  con- 
tributory. 

Diagnosis 

From  the  date  available  I would  venture  to  sus- 
pect that  the  pathologist  found: 

1.  Unresolved  pneumonia. 

2.  Pneumococcic  meningitis. 

3.  Damage  to  the  renal  tubules  (intrarenal  dam- 
age). 

Discussion 

Dr.  Morgan  Cutts:  “His  temperature  falling  to 
normal  does  not  fit  in  with  the  picture  of  menin- 
gitis.” 

Dr.  Gormly:  “I  cannot  agree  that  the  patient  had 
meningitis  because  the  symptoms  point  toward 
kidney  involvement.  If  he  did  not  have  uremia,  he 
obviously  had  a kidney  failure.  Kidney  failure 
could  be  the  cause  of  death.  Why  is  meningitis 
probable?  The  point  I wish  to  make  is  that  I do 
not  see  your  reasoning  which  warrants  the  diag- 
nosis of  pneumococcus  meningitis.” 

Dr.  Kramer:  “I  was  thinking  of  a case  that  was 
sent  into  the  Chapin  Hospital  not  so  long  ago,  and  it 
was  thought  perhaps  he  had  some  meningeal  irrita- 
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tion.  You  can  miss  the  signs  very  easily.  I sug- 
gested that  an  L.  P.  he  done.  The  following  morn- 
ing the  patient  died  and  it  was  found  he  had  a pneu- 
mococcus meningitis.” 

Dr.  Gormly:  ‘“If  he  had  a true  pneumococcus 
meningitis,  he  would  have  died  before  he  got  to  the 
hospital.” 

Dr.  Burgess:  “When  this  man  was  cystoscoped, 
did  he  have  an  intravenous  dye.  (No  record  of  its 
being  given. ) I agree  entirely  with  Dr.  Gormly  that 
he  had  an  intrarenal  tubular  block,  caused  by  sulfa- 
thiazol ; that  he  had  cerebral  syphilis  and  an  un- 
resolved pneumonia.” 

Dr.  Gormly:  “Was  there  more  than  one  blood 
culture  ?” 

Dr.  Kramer:  “Just  one.” 

Dr.  Batchelder:  "There  is  a diffused  increased 
density  in  the  right  lung  from  the  diaphragm  to  the 
second  anterior  rib,  consistent  with  consolidation 
of  pneumonia.  The  left  lung  field  is  clear.  There 
is  increased  density  on  the  right  side  and  this  sharp 
line  at  the  left  border  of  the  heart  is  an  early  calcifi- 
cation of  the  pericardium  mentioned  in  the  record. 
Dr.  Kramer  ruled  out  tuberculosis  and  the  plate 
shows  no  evidence  of  it.  The  heart  is  not  particu- 
larly enlarged;  it  certainly  seems  normal  for  a 64 
year  old  man.  There  is  no  evidence  of  luetic  aort- 
itis.” 

Dr.  Bowman:  “From  the  fluid  balance  chart 
there  is  evidence  that  the  kidneys  were  failing  to 
excrete  fluid  during  the  first  two  days.  As  I have 
said  before,  sulfathiozole  is  a dangerous  drug  to 
use  on  any  patient  more  than  60  years  of  age  and 
especially  so  if  there  has  been  any  evidence  of  kid- 
ney or  heart  dysfunction.  With  toxicity  affecting 
the  kidney  there  is  always  an  increase  in  the  ace- 
tylated  drug  in  the  blood  as  there  is  here.  Normally 
one  expects  less  than  20  p/c  of  the  free  sulfathio- 
zole value  as  acetyl  compound.  The  increase  in 
acetylated  drug  seems  to  precede  the  development 
of  nitrogen  retention.  When  we  remember  that  the 
solubility  of  acetyl  sulfathiozole  is  only  one  third 
that  acetyl  sulfathiazine  in  the  urine  we  see  why 
sulfathiazole  will  be  more  apt  to  give  kidney  com- 
plications. Crystals  of  acetylated  drug  in  the  urine 
of  patients  getting  sulfathiazole  are  present  in  about 
80  p/c  of  all  cases,  if  they  are  looked  for  and  recog- 
nized. The  presence  of  crystals  does  not  mean  very 
much  with  regard  to  kidney  function.  Decreasing 
urinary  output  and  rising  percentages  of  acetylated 
drug  in  the  blood  are  the  danger  signals.” 
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Dr.  Gormly:  “The  patient  may  have  had  a dam- 
aged kidney  to  begin  with.  It  has  always  been  my 
contention  that  in  pneumonia  one  complication  that 
cannot  be  licked  is  kidney  disease.  With  sulfa  drugs 
the  cases  that  die  are  caused  by  renal  complica- 
tions.” 

Dr.  Burgess:  “Sulfathiazole  is  known  to  produce 
renal  block.  Sulfadiazine  is  thought  to  be  safer  as 
regards  this,  but  it  too  can  produce  renal  block. 

Post-Mortem  Findings  by  Dr.  B.  Earl  Clarke 

There  was  an  organizing  pneumonia  involving 
all  three  lobes  of  the  right  lung.  There  was  also 
tabes  dorsalis  and  a cord  bladder.  This  may  have 
been  the  reason  for  the  abnormal  urinary  flow. 
When  the  kidneys  were  sectioned  there  could  be 
seen  numerous  grayish-yellow  streaks  in  the  pyra- 
mids. There  was  also  a granular  chalky  material 
in  the  pelves  and  the  right  ureter  was  occluded  by  a 
mass  of  this  material.  Frozen  sections  show  the 
collecting  tubules  to  contain  sulfathiazole  crystals. 
Chemical  examination  of  the  material  in  the  right 
ureter  showed  it  to  be  pure  acetyl  sulfathiazole. 

Examination  of  the  brain  showed  no  evidence  of 
meningitis. 

Pathological  diagnosis. 

Pneumonia,  organizing. 

Tabes,  dorsalis. 

Obstruction  of  collecting  tubules  of  kidneys 
by  sulfathiazole  crystals. 


12th  NEW  ENGLAND  HEALTH 
INSTITUTE 

The  opening  sessions  of  the  New  England 
Health  Institute,  held  at  the  Providence  Biltmore 
Hotel,  April  21-23,  were  devoted  to  discussions 
on  Public  Health  Nursing,  Crippled  Children, 
Health  Education,  Industrial  Hygiene,  Laboratory, 
Vital  Statistics,  Maternal  and  Child  Health,  and 
Tuberculosis. 

Dr.  Charles  L.  Farrell,  of  the  committee  on  in- 
dustrial health  of  the  R.  I.  Medical  Society,  told 
the  assembled  delegates  that  in  order  to  keep  indus- 
trial workers  at  their  highest  degree  of  efficiency 
under  strain  of  war-time  production,  properly 
equipped  first  aid  rooms  are  essential  to  every  plant. 
“Re-employment  physical  examinations,  as  well  as 
pre-employment  physical  examinations  and  peri- 
odic health  checkups  during  the  period  of  employ- 
ment are  necessary,”  he  stated.  He  lauded  Rhode 
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Island  industry  for  the  health  protection  of  its 
workers  and  urged  education  of  employees  in  the 
ways  of  healthful  living. 

Miss  A.  Helen  Martikainen,  health  education 
secretary  of  the  Hartford  Tuberculosis  and  Public 
Health  Society,  speaking  at  the  health  education 
section,  said  that  the  war  has  brought  an  increased 
need  for  “joint  examination  and  evaluation  of  com- 
munity health  problems  to  prevent  individuals  and 
groups  with  special  interests  from  controlling  the 
public  health  program.” 

The  sessions  on  Wednesday,  the  second  day  of 
the  Institute,  were  devoted  to  School  Health,  In- 
dustrial Hygiene,  Environmental  Sanitation,  Com- 
municable Diseases,  Maternal  and  Child  Health, 
Cancer,  and  Venereal  Disease. 

Dr.  Orlen  Johnson,  of  the  Council  of  Industrial 
Health  of  the  American  Medical  Association,  said 
that  last  year  more  than  400  million  man  days  were 
lost  to  industry  through  physical  disabilities  of 
workers.  He  said  that  in  a comparable  amount  of 
time  20,000  bombers  or  a line  of  tanks  250  miles  in 
length  could  have  been  constructed. 

Planned  programs  to  provide  care  for  victims  of 
accidents  and  sickness  of  children,  and  cooperation 
with  the  community  in  the  control  of  communicable 
disease  are  more  important  now  than  ever,  Dr. 
Charles  H.  Keene,  director  of  health  and  physical 
education  at  the  University  of  Buffalo,  told  the 
school  health  section  of  the  institute.  Dr.  Keene 
urged  health  instruction,  periodic  health  examina- 
tions, special  medical  and  dental  care,  education  of 
handicapped  children,  and  supervision  of  the  health 
of  the  teaching  staff. 

A “systematic  immunization”  of  all  school  and 
pre-school  children  was  advised  by  Dr.  William  P. 
Shields  of  the  State  Health  Department,  who 
pointed  to  an  increase  in  the  incidence  of  diphtheria 
in  Rhode  Island.  He  said  that  in  1937  there  were 
hut  15  cases  with  no  deaths  resulting,  while  in 
1941, 81  cases  were  treated  and  one  death  occurred. 

Another  increase  in  disease  was  noted  by  Dr. 
U.  E.  Zantbarano,  superintendent  of  the  Wallum 
Lake  Sanitorium,  who  called  attention  to  the  fact 
that  the  tuberculosis  rate  in  Rhode  Island  increased 
from  33.1  per  thousand  in  1940  to  37.5  per  thou- 
sand last  year.  Dr.  Zambarano  said  that  this  in- 
crease points  to  what  may  be  expected  in  these 
times  of  war,  for  war  conditions  contribute  to  the 
increase  in  the  disease. 

Dr.  Carl  Voegtlin  held  out  promise  that  future 


practical  treatment  of  cancer  would  be  assured  if 
the  studies  now  under  way  by  the  staff  of  the  Na- 
tional Cancer  Institute  are  not  interrupted  by  the 
war. 

Over  400  delegates  at  the  Institute  attended  the 
banquet  held  in  the  ballroom  of  the  Biltmore  on  the 
second  night.  Dr.  Warren  F.  Draper,  assistant  to 
the  U.  S.  Surgeon  General,  was  the  principal 
speaker  on  the  occasion.  He  called  for  a preserva- 
tion of  the  worker’s  health  and  his  family’s  health 
if  the  nation’s  morale  is  to  be  sustained  in  the  pres- 
ent war.  Governor  J.  Howard  McGrath  brought 
the  greetings  of  the  State  to  the  delegates,  and 
greetings  from  the  American  Public  Health  Asso- 
ciation were  brought  by  Dr.  Reginald  M.  Atwater, 
its  executive  secretary.  Dr.  Herman  C.  Pitts, 
president  of  the  American  Society  for  the  Control 
of  Cancer,  was  toastmaster. 

The  sessions  on  Thursday  were  combined  with 
a joint  meeting  of  the  New  England  Waterworks 
Association.  Special  sections  were  given  over  to 
the  discussion  of  Public  Health  Nursing,  Nutri- 
tion, and  War  Preparations  and  Defense. 

“A  heavy  responsibility  rests  on  the  civilian 
health  authorities  not  only  to  protect  the  Army  but 
also  the  increased  civilian  population  in  the  defense 
areas,"  Dr.  Joseph  Bolten,  medical  director  of  the 
Lb  S.  Public  Health  Service,  told  the  delegates  on 
Thursday.  He  stated  that  the  medical  agencies  of 
the  armed  forces  have  no  authority  to  regulate 
conditions  in  areas  adjacent  to  cantonments  that 
vitally  affect  the  health  and  welfare  of  military 
personnel. 

Major  George  O.  Pratt  of  the  1st  Army  Corps 
Surgeon’s  Office  said  that  the  Army  is  setting  out 
to  reclaim  the  50,000  New  England  men  who  have 
been  rejected  for  service  because  of  physical  de- 
fects. The  Government’s  program  will  include  a 
more  efficient  health  building  program  in  colleges 
and  schools,  he  stated.  Major  Pratt  estimated  that 
at  least  22%  of  the  men  rejected  for  physical  and 
mental  defects  can  he  reclaimed.  He  outlined  the 
proposed  selective  service  rehabilitation  program 
and  said  that  it  included  obtaining  the  services  of 
physicians  at  a nominal  fee  to  do  what  they  can  to 
make  the  men  already  rejected  fit  for  selective 
service. 

At  a meeting  of  the  directors  of  the  Health  De- 
partments of  the  various  New  England  States,  it 
was  voted  to  hold  next  year’s  Institute  in  Man- 
chester, New  Hampshire. 
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THE  RHODE  ISLAND  SOCIETY 
OF  PATHOLOGISTS 

The  Rhode  Island  Society  of  Pathologists  held 
a meeting  on  Thursday,  April  23rd,  at  the  Rhode 
Island  Hospital,  Providence.  The  program  con- 
sisted of  a tour  and  inspection  of  the  new  Labora- 
tories, Solution  Plant  and  Blood  Bank. 

Dr.  B.  Earl  Clarke  gave  an  illustrated  talk  on 
“The  History  of  the  Microscope  and  Microscopy". 

Dr.  Irving  A.  Beck  and  Mr.  Edmund  G.  E. 
Anderson  were  elected  to  associate  membership 
in  the  Society. 

Louis  Goodman,  M.D.,  Secretary 


PROVIDENCE  MEDICAL  ASSOCIATION 

A regular  meeting  of  the  Providence  Medical 
Association  was  held  at  the  Medical  Library  on 
Monday,  April  6,  1942. 

Dr.  Palmer  Congdon  was  elected  to  membership. 

A resolution  was  passed  opposing  the  transfer 
of  the  Charles  V.  Chapin  Hospital  to  the  State  of 
Rhode  Island  pending  further  study  of  the  problem. 

The  President  then  proceeded  to  the  scientific 
program  and  introduced  Dr.  Francis  E.  Rackemann 
of  Boston,  Mass.,  who  conducted  an  Allergy  Round 
Table  with  the  aid  of  the  members  of  the  Boston 
Allergy  Club. 

A general  discussion  of  the  present  state  of 
knowledge  concerning  clinical  allergy  was  pre- 
sented. The  importance  in  diagnosis  of  an  accurate 
history  with  the  actual  dates  of  the  beginning  of 
symptoms  was  stressed. 

It  was  pointed  out  that  skin  sensitivity  and  the 
sensitivity  of  the  nose  or  bronchial  tree  were  often 
quite  different.  The  intracutaneous  test  was  pointed 
out  to  be  more  sensitive  than  the  ordinarily  em- 
ployed scratch  test. 

Various  aspects  of  treatment  were  discussed.  In 
the  treatment  of  acute,  severe  asthma,  we  were 
advised  to  treat  the  patients  gently  and  avoid  the 
use  of  morphine. 

Attendance:  122. 

Frank  B.  Cutts,  M.D.,  Secretary 


BOOK  REVIEWS 


A Textbook  of  Surgerv  by  American  Authors  : Edited  by 
Frederick  Christopher,  B.S.,  M.D.,  F.A.C.S.  Third 
Edition  Completely  Revised  and  Reset.  1764  pages 
with  1538  illustrations  on  771  figures.  Philadelphia 
and  London:  W.  B.  Saunders  Company,  1942. 

This  textbook  of  surgery  is  the  combined  effort  of  205 
of  the  leading  surgeons  of  the  United  States  and  Canada. 
For  the  most  part  the  assignment  of  sections  is  quite  appro- 
priate and  the  treatment  of  the  various  subjects  is  authori- 
tative. There  is  some  suspicion,  however,  that  a desire  to 
include  a large  number  of  authors  has  resulted  in  some 
instances  in  a choice  of  subject  for  which  the  individual 
author  is  less  well  known.  The  interpolated  comments  of 
the  editor  lend  continuity  to  the  text  and  tend  to  lessen  the 
over-emphasis  and  somewhat  prejudicial  viewpoint  pre- 
sented in  some  instances. 

As  stated  in  the  preface  the  outstanding  advance  in 
surgery  since  the  previous  editions  is  the  widespread  use 
of  the  sulfonamide  group  of  drugs.  Their  application  in 
the  various  branches  of  surgery  is  now  included  in  the 
several  sections,  although — oddly — no  mention  is  made  of 
their  value  in  appendiceal  peritonitis. 

Another  timely  innovation  is  the  inclusion  of  a chapter 
on  war  injuries.  Actually,  however,  this  section  is  so 
sketchy  as  to  add  little  to  the  book  as  a whole. 

Among  the  best  sections  are  the  following  : bacteriology 
by  Frank  L.  Melenev,  tendon  sheath  and  fascial  space 
infections  of  the  hand  by  Sumner  L.  Koch,  varicose  veins, 
thrombosis  and  embolism  by  Geza  de  Takats,  the  thyroid 
by  John  dej.  Pemberton  and  Samuel  F.  Haines,  head 
injuries  by  Carl  Wheeler  Rand,  brain  tumors  by  Max  M. 
Peet,  sciatica  and  intervertebral  disc  by  Alfred  W.  Adson, 
the  autonomic  nervous  system  by  James  C.  White,  fractures 
by  several  different  authors,  the  breast  by  S.  C.  Harvey 
and  Maurice  Lenz,  the  heart  by  Claude  S.  Beck,  congenital 
malformations  of  the  stomach  (with  excellent  illustration 
of  the  Fredet-Rammstedt  operation)  by  Edward  J.  Dono- 
van, anomalies  of  the  small  intestine  by  William  E.  Ladd, 
intestinal  obstruction  by  Owen  H.  Wangensteen,  the  biliary 
tract  by  E.  Starr  Judd  and  Howard  K.  Gray,  and  plastic 
surgery  by  Jerome  P.  Webster,  Vilray  P.  Blair,  and  James 
Barret  Brown.  The  chapters  on  technique  and  minor  pro- 
cedures are  intended  especially  for  students  and  interns. 

Many  of  the  sections  not  mentioned  are  certainly  ade- 
quate, a few  mediocre  or  just  routine.  This  is  inevitable, 
however,  in  any  text  attempting  to  encompass  the  whole 
field  of  surgery. 

There  are  chapters  on  the  surgical  specialties  such  as  are 
usually  found  in  a general  textbook  of  surgery.  These 
include  eye,  ear,  nose  and  throat,  genito-urinary  surgery, 
gynecology  and  orthopedics.  These  are  generally  adequate 
for  the  purpose.  The  rather  extensive  discussion  of  static 
deformities  of  the  spine  seems  somewhat  out  of  place. 

In  perusing  this  work  critically  the  reviewer  has  noted 
inevitably  certain  omissions  and  certain  statements  with 
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which  his  judgment  and  teachings  would  incline  him  to 
disagree.  On  the  whole,  however,  he  was  impressed  by  this 
massive  buckram-bound  work  and  can  recommend  it  as  a 
substantial  and  reasonably  successful  effort  to  reduce  the 
tremendous  field  of  surgery  to  the  confines  of  a single 
volume. 

Seebert  J.  Goldowsky,  M.D. 


Primer  on  the  Prevention  of  Deformity  in  Child- 
hood. By  Richard  Beverly  Raney,  M.D.  177  Pages 
with  88  Text  illustrations.  $1.00.  National  Society 
for  Crippled  Children,  Inc.,  Elyria,  Ohio.  1941. 

This  small  volume  is  as  its  title  suggests,  a primer.  In 
the  preface  the  author  points  out  that  this  book  was  written 
to  be  a guide  to  those  persons  who  first  see  the  sick  child ; 
namely,  the  family  physician,  the  Welfare  worker  and  the 
Public  Health  nurse. 

The  text  is  written  in  extremely  simple  non-technical 

language  which  should  be  easily  understood  b\  the  a\erage 
layman.  To  add  to  the  layman’s  understanding  there  is  a 
glossary  for  any  technical  terms.  The  work  is  illustrated 
with  numerous  excellent  drawings  which  bring  out  the 
deformities  described  as  no  written  word  could. 

The  first  part  of  the  book  describes  briefly  the  common 
afflictions  of  childhood  which  may  cause  deformity.  1 he 
remainder  of  the  text  deals  with  each  deformity  separately. 

Each  deformity  is  discussed  under  the  headings  Charac- 
teristics, Causes  and  Prevention.  Rarely  is  more  than  one 
paragraph  devoted  to  each  of  the  headings.  In  spite  of  the 
brevity  the  essentials  are  well  covered. 

I would  recommend  this  book  highly  to  all  persons  work- 
ing in  the  field  of  child  welfare  and  health  and  especially  to 
General  Practitioners,  who  usually  see  the  deformed  child 
first. 

Louis  A.  Sage,  M.D. 


Vice  President  of  Upjohn  Firm  Dies 

Malcolm  Galbraith,  vice  president  and  director 
of  sales  of  the  Upjohn  Company,  died  Friday  morn- 
ing, April  10.  in  Kansas  City. 

Mr.  Galbraith  was  born  in  Bowmanville,  On- 
tario, Canada,  October  23,  1876.  He  received  his 
bachelor  of  pharmacy  degree  at  Ontario  College  of 
Pharmacy  in  1898.  entering  the  drug  business  in 
Ontario  the  same  year.  He  later  became  a natural- 
ized citizen  of  the  United  States.  In  1909  he  left 
the  H.  K.  Mulford  Company,  of  Philadelphia,  to 
join  the  Upjohn  Company.  In  October  1929  be  was 
elected  to  the  board  of  directors  and  named  director 
of  sales.  He  was  made  vice  president  of  the  com- 
pany in  May,  1936. 
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204  HARTFORD  AVENUE 
PROVIDENCE,  R.  I. 


For  Your  Patients,  Prescribe  . . . 

OCHEE  DIABETIC 

GINGER  ALE  * SARSAPARILLA 

PREPARED  WITH  FAMOUS 
OCHEE  SPRING  WATER 

QUALITY  BEVERAGES  FOR  65  YEARS 

Bottlers  of  SPUR 

America's  Favorite  Flavor 

OCHEE  SPRING  WATER  CO. 

PROVIDENCE  PAWTUCKET 

NEWPORT  WOONSOCKET 


ASEPTIC  SPUTUM  CUP 


Featured  by  its  sturdy,  one-piece  construc- 
tion. Has  graduated  scale  for  measuring  con- 
tents. Self-closing  cover. 

Ill  JRAITOI.  MAM  FU  TI  IIIVb  CO. 

32  SULLIVAN  SQ.  BOSTON,  MISS. 
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rM  kernel  dime 

UNLOAD  “INVESTMENT  WORRIES” 


The  ownership  of  securities  involves  worries- particularly 
in  these  times,  when  values  and  yields  are  widely  fluctuat- 
ing. Successful  management  of  investments  makes  heavy 
demands  on  the  owner’s  time -for  even  a brief  neglect  of 
details  can  result  in  substantial  losses. 

Why  not  unload  these  worries  and  details  by  establishing 
an  Agency  Account?  These  are  some  of  the  services  we 
perform  under  this  arrangement : 

• report  to  you  on  the  recommendations  of 
an  experienced  investment  group 

• advise  yon  on  notices  of  redemption,  rights, 
and  exchange  offers 

• collect  the  income  for  yon 

• provide  safe  keeping  for  yonr  securities 

• remit  income  to  you  and  furnish  you  the 
record  in  convenient  form  for  your  next 
income  tax  return. 

While  we  do  the  routine  work,  you  retain  full  ownership 
and  control. 

For  more  information  about  this  worry-saving  service, 
send  for  our  booklet,  “Living  Trusts”  which  describes  both 
Agency  Accounts  and  Living  Trusts. 


TRUST:  C/0 

MEMBER  Oh  FEDERAL  DEPOSIT  I? 


rial 


PAIVY 


ANCE  CORPORATION 


XVIII 


■ • - _ # _ 

This  Powerful  Light  Serves 

EVERY  Medical  Purpose 
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No.  1201 

FLOORSTAND  MODEL 
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PRICE,  Complete  $16.95 
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Physicians-Surgeons 
Medical  and  Hospital 
Supplies 


SMITH -HOLDETLT 
COMPANY  Vi 


Hospital  Beds-Wheel 
Chairs-Trusses-Belts 
Supports-Sick  Room 
Supplies 


624  Broad  Street  Across  from  St.  Joseph's  Hospital  PROVIDENCE 
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Curran  & Burton,  Inc. 
GENERAL  MOTORS  HEATING  EQUIPMENT 

COAL  OIL 

TURKS  HEAD  BUILDING.  P R O V I D E N C E — G A . 8123 


OXYGEN 

CARBON  DIOXID-OXYGEN 
MIXTURES 

HELIUM-OX Y GEN  MIXTURES 
NITROUS  OXID 
CARBON  DIOXID 
CYCLOPROPANE 

* * * 

OXYGEN  TENTS,  FACE  MASKS 
For  Sale  or  For  Rent 

COUP  BROTHERS 

Dexter  8020 

24  Hour  Service 


For  more  than  7 0 years 
E.  A.  Johnson  Co.  has  been 
supplying  Rhode  Island 
Physicians  with  their. . . 
Printed  Needs. 

LETTERHEADS  AND  ENVELOPES 
PRESCRIPTION  BLANKS  - CHARTS 
BILLHEADS  AND  STATEMENTS 

Conveniently  located  at  71  PECK  STREET 
corner  of  D Y ER  in  downtown  PROVIDENCE 
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See  Our 

SCIENTIFIC  MODELS  OF  PATHOLOGIC  EAR  DRUMS 

and 

CLINICAL  FILMS  IN  COLOR  AND  SOUND* 


* These  films  are  available  at  no  charge 

to  physician  study  groups,  hospital  staffs,  THE  DOHO  CHEMICAL  CORPORATION 

university  instructors  and  professional  soci- 
eties. Inquire  at  booth  5 or  write.  NEW  YORK  MONTREAL  LONDON 


Stork  Service  brings  you 
soft  scientifically,  steri- 
lized diapers  in  ample 
quantities  at  a nominal 
charge. 


896  ELMWOOD  AVE.  PROVIDENCE 
Telephone  Williams  2441 


GA.  4696  PETER  W.  OCHS 

STRAND  OPTICAL  CO. 

Prescription 

Opticians 
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307  Strand  Bldg.  77  Washington  St 
PROVIDENCE,  R.  I. 
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Eye-witness  Reports 


DOCTORS  who  have  tested  Philip  Morris  on 
their  own  patients  . . . and  made  their 
own  observations  . . . are  the  best  friends  Philip 
Morris  has. 

It  is  one  thing  to  read  results  in  a published  re- 
search. Quite  another  to  see  with  your  own  eyes 
how  irritation  of  the  nose  and  throat  due  to 
smoking  diminishes  on  changing  to  Philip  Morris. 
May  we  suggest  that  you  make  your  own  tests? 


Philip  Morris 

PHILIP  MORRIS  & CO.,  LTD.,  INC. 

119  FIFTH  AVENUE,  NEW  YORK,  N.  Y. 
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Malnutrition 


The  chemical  composition  of  Karo  in 
glass  and  in  tins  is  identical 


CALORIC  requirements 
may  be  neglected  in  the 
enthusiasm  for  vitamins  and 
minerals,  hence  thf  value  of 
adding  KARO  to  food  and 
fluids  for  the  120-calorie 
yield  per  fluid  ounce. 


Free  to  Physicians 

'Infant  Feeding  Manual  For 
Physicians"  is  a concise,  helpful 
monograph  containing  specific 
information  and  tested  Karo 
feeding  formulas.  Sent  postpaid. 


Please  Write  Medical  Department 

CORN  PRODUCTS  REFINING  CO. 

17  Battery  Place,  New  York,  N.  Y. 


86c  out  of  each  $1.00  gross  income 
used  for  members  benefit 

PHYSICIANS  CASUALTY  ASSOCIATION 
PHYSICIANS  HEALTH  ASSOCIATION 

HOSPITAL  ACCIDENT 

sickness  Insurance 


For  Ethical  Practitioners  Exclusively 

(56,000  POLICIES  IN  FORCE) 


LIBERAL  HOSPITAL  EXPENSE 
COVERAGE 

For 

SI  0.00 

per  year 

$5,000.00  accidental  death 

$25.00  weekly  indemnity,  accident  and  sickness 

For 

$32.00 

per  vear 

$10,000.00  accidental  death 

$50.00  weekly  indemnity,  accident  and  sickness 

Fn, 

$64.00 

per  veai 

$15,000.00  accidental  death 

$75.00  weekly  indemnity,  accident  and  sickness 

For 

$96.00 

per  year 

40  years  under  the  same  management 

$2,220,000.00  INVESTED  ASSETS 
$10,750,000.00  PAIDFOR  CLAIMS 


$200,000  deposited  with  State  of  Nebraska 
for  protection  of  our  members 
Disability  need  not  be  incurred  in  line  of  duty  — 
benefits  from  the  beginning  day  of  disability 
Disabilities  occasioned  by  war  are  covered  in  full. 

Send  for  applications,  Doctor,  to 
400  First  National  Bank  Building,  • Omaha,  Nebr. 


MEDICAL  OFFICES  FOR  RENT 


Medical  Building,  Providence,  R.  I. 
105  Waterman  St.  — 3-room  suite 
203  Thayer  St.  — 2 rooms 

George  Paul  Slade  GAspee  7730 


“We  guarantee  our  appliances  to  fit’’ 


Abdominal  Belts  Trusses,  Corsets 

Sacro  Iliac  Belts  Elastic  Stockings 

Spinal  Braces  Wheel  Chairs 

Hospital  Beds,  Arch  Supports  Etc. 
Male  and  Female  Attendants 
Phone  Dexter  8980 

H.  MAWBY  CO.,  INC. 

Makers  of  Surgical  Appliances 


63  Washington  St.  Providence,  R.  I. 
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Physicians  will  find  that  S-M-A*  is 
not  a "compromise  formula!’  It  is  a 
complete  milk  formula  for  infants 
deprived  of  human  milk. 

Cows’  milk  fat  is  replaced  with  the 
unique  S-M-A  fat  for  easy  digestion 
and  adequate  nutrition.  It  compares 
physically,  chemically  and  biologi- 
cally with  the  fat  in  human  milk. 

The  carbohydrates  in  S-M-A  and 
human  milk  are  identical. 

With  the  exception  of  vitamin  C, 
the  vitamins  essential  to  normal 
growth  and  development  (Bi,  D, 
and  A)  are  included  in  adequate 
proportion  in  S-M-A  ready  to  feed. 

Furthermore,  iron  (so  difficult  to  pro- 
vide for  the  bottle-fed  infant)  is 
included  in  S-M-A.  When  prepared 
each  quart  provides  10  mg.  iron  and 
ammonium  citrate. 

* * * * * 

Excellent  results  with  hundreds  of 
thousands  of  infants  is  reason  enough 
why  S-M-A  is  the  choice  of  a steadily 
increasing  number  of  physicians. 

Try  S-M-A.  Results  tell  the  true  story 
more  aptly  than  words  and  pictures. 


> , 


*S-M-A,  a trade  mark  of  S.M.A.  Corporation,  for  its  brand 
of  food  especially  prepared  for  infant  feeding — derived  from 
tuberculin-tested  cow's  milk,  the  fat  of  which  is  replaced  by 
animal  and  vegetable  fats,  including  biologically  tested  cod 
liver  oil ; with  the  addition  of  milk  sugar  and  potassium 


chloride;  altogether  forming  an  antirachitic  food.  When 
diluted  according  to  directions,  it  is  essentially  similar  to 
human  milk  in  percentages  of  protein,  fat,  carbohydrate  and 
ash,  in  chemical  constants  of  the  fat  and  physical  properties. 


S.M.A.  CORPORATION  • 8100  McCORMICK  ROULEVARD  • CHICAGO,  ILLINOIS 
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Many  physicians  are  becoming  increas- 
ingly aware  of  the  value  of  DR.  LOCKE 
SHOES  in  their  practice.  They  are  finding 
them  most  HELPFU L in  aiding  the  reduc- 
tion of  pain  and  swelling  due  to  functional 
decompensation  of  foot  structure. 

Our  staff  understand  your  problem  and 
will  work  with  you. 
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SECOND  FLOOR,  W00LW0RTH  BLDG. 
CAS  P E E 8 7 2 8 


t'Mective,  Convenient 
and  economical 


THE  effectiveness  of  Mercurochrome  has  been 
demonstrated  by  twenty  years’  extensive  clinical  use. 

For  the  convenience  of  physicians  Mercurochrome 
is  supplied  in  four  forms — Aqueous  Solution  for 
the  treatment  of  wounds.  Surgical  Solution  for 
preoperative  skin  disinfection,  Tablets  and  Powder 
from  which  solutions  of  any  desired  concentration 
may  readily  be  prepared. 


(, dibrom-oxymercuri-fluorescein-sodium ) 

is  economical  because  solutions  may  be  dispensed 
at  low  cost.  Stock  solutions  keep  indefinitely. 


MEDICAL 


Mercurochrome  is  accepted  by  the 
Council  on  Pharmacy  and  Chemistry  of 
the  American  Medical  Association. 


Literature  furnished  on  request 

HYNSON,  WESTCOTT  & DUNNING,  INC. 

BALTIMORE,  MARYLAND 


YOU'RE  THE  DOCTOR 
We're  the  Nursing  Home! 
• 

The  Dorcus  Convalescent  Home 

is  now  the 

NILES  NURSING  HOME 

and  is  under  the  management  of  Mrs. 
Edith  C.  Niles  who  is  a niece  of  the  Misses 
Dorcus  and  a graduate  of  Roosevelt 
Hospital. 

^ Efficient,  Experienced,  Friendly 
Management 

► Hospital  Cleanliness 

► Excellent  Food,  supervised  by  Dietitian 

► 24  Hour  Service 

► Flexible,  Reasonable  Rates 

NILES  NURSING  HOME 

INCORPORATED 

32  Blackstone  Boulevard,  Providence 
PL  4178  — PL  3485 


Massage 


MISS  RACHEL  LEE  FITZGERALD 

Swedish  Massage 
Corrective  Exercises 

Telephone:  Warren  1015 

Massasoit  Ave.  Barrington,  R.  I. 


Druggist 


J.  E.  BRENNAN  & COMPANY 
Leo  C.  Clark,  Prop. 

APOTHECARIES 

5 North  Union  Street  Pawtucket,  R.  I. 

Sheldon  Building 

5 Registered  Pharmacists 


PHYSICIANS  DIRECTORY 
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Eye,  Ear,  Nose  and  Throat 

FRANCIS  L.  BURNS,  M.D. 

Ear,  Nose  and  Throat 

Office  Hours  — 1:00-5:00  P.  M. 
and  by  appointment 

382  Broad  Street  Providence 


FRANK  W.  DIMMITT,  M.D. 

Eye,  Ear,  Nose  and  Throat 
78  Waterman  Street  Providence,  R.  I. 

Hours:  By  appointment 


JOS.  L.  DOWLING,  M.D. 

Practice  limited  to 
Diseases  of  the  Eye 

57  Jackson  Street  Providence,  R.  I. 

1-4  and  by  appointment 

RAYMOND  F.  HACKING,  M.D. 
Practice  limited  to  diseases  of  the  eye 
105  Waterman  Street  Providence,  R.  I. 


GORDON  J.  McCURDY,  M.D. 

Ear,  Nose  and  Throat 
Bronchoscopy  and  Esophagoscopy 
Hours,  by  appointment 
Phone  DExter  5550 

198  Angell  Street  Providence,  R.  I. 


BENJAMIN  FRANKLIN  TEFFT,  M.D. 
Ear,  Nose  and  Throat 

185  Washington  Street  West  Warwick,  R.  I. 
Hours  by  appointment  Phone  Valley  229-R 


HERMAN  A.  WINKLER,  M.D. 

Ear,  Nose  and  Throat 
224  Thayer  Street,  Providence  R.  I. 
Hours  by  appointment  Call  GAspee  4010 


Cardiology 

CLIFTON  BRIGGS  LEECH,  M.D. 
Practice  limited  to 

Diseases  of  the  Heart  and  Circulatory  System 
Hours  by  appointment 
Phone  GAspee  5171 
Residence,  Warren  1191 
82  Waterman  Street  Providence,  R.  I. 

Dermatology 

WILLIAM  B.  COHEN,  M.D. 

Practice  limited  to 
Dermatology  and  Syphilology 
Hours  2-4  and  by  appointment 
105  Waterman  Street  Providence,  R.  I. 


VINCENT  J.  RYAN,  M.D. 

Practice  limited  to 
Dermatology  and  Syphilology 
Hours  by  appointment  Call  GA  4313 

198  Angell  Street,  Providence,  R.  I. 


CARL  D.  SAWYER,  M.D. 

Practice  limited  to 
Dermatology  and  Syphilology 
Hours  by  appointment 

182  Waterman  Street  Providence,  R.  I. 

MALCOLM  WINKLER,  M.D. 

Practice  limited  to 
Dermatology  and  Syphilology 
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period  the  integrity  of  the  physician’s  prescription  has  been  maintained  by  a policy  of  strict  ethical  promo- 
tion. Wyeth  products  are  not  known  to  the  laity.  Emphasis  is  placed  on  research  and  production  control  so 
that  standardized  potency  and  therapeutic  effect  are  always  obtained  when  the  physician  writes^Wyeth's." 


The  name  Wyeth's  is  Req.  U.  S.  Pat.  Off. 


Copyright  1939  • MEAD  JOHNSON  & CO.  • Evansville,  Ind.,  U.S.A. 


N.Y.  ACADEMY  OF  MEDICINE 

5TH  A7E.  & 103RD  STREET 

NEW  YORK  PT.y: 

RHODE  ISLAND 

MEDICAL  JOURNAL 


Gosttenti 


President's  Address Page  123 

Frederic  V.  Hussey,  M.D. 

Arthritis Page  127 

Frank  B.  Cutts,  M.D. 

History  of  the  Microscope Page  131 

B.  Earl  Clarke,  M.D. 

Editorial Page  139 

Rhode  Island  Doctors  in  Service Page  141 

Rhode  Island  Medical  Society Page  142 

Secretary's  Report 


New  Officers  and  Committees 
House  of  Delegates 


Clinical-Pathologic  Conferences  . . Page  145 

Coming  Meetings Page  149 

Providence  Medical  Association Page  149 

Book  Review Page  150 


Entered  as  Second-Class  Matter  at  the  Post  Office  at  Providence,  R.  I.,  Under  Act  of  March  3,  1879 


II 


! '• 


From  o woodcut  of  Albrecht  Durer 
(1471-1528)  representing  the  first  appear- 
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The  two  prime  requisites  of  an  antiluetic,  effec- 
tiveness and  safety,  are  fulfilled  in  Mapharsen.* 
Scores  of  medical  papers  during  the  last  decade 
record  its  relative  safety  and  low  incidence  of 
reactions  in  comparison  with  other  arsenicals. 

A review  of  the  literature  since  1935  reports  on 
269,326  injections  of  Mapharsen  with  a ratio 
of  one  death  to  67,332  patients,  which  is  less 
than  one-half  the  death  rate  from  neoarsphe- 
namine.1  Only  six  fatalities  have  been  reported 
from  several  million  doses  of  Mapharsen. 

Mapharsen  (meta  - amino  - para  - hydroxy  - phe- 
nylarsine  oxide  hydrochloride)  contains  29 
per  cent  arsenic  in  trivalent  form  and  requires 
only  one-tenth  the  arsenical  dosage  of  arsphe- 
namine.  It  is  decidedly  convenient  to  use  as  it 
does  not  require  neutralization  before  injection. 

1.  Levin,  E.  A.  & Kcddic,  Frances:  J.A.M.A.  118:363,  1942 

Supplied  in  0.04  Gm.  and  0.06  Gm.  single- 
dose ampoules,  and  in  0.4  Gm.  and  0.6  Gm. 
multiple-dose  (10  dose)  ampoules. 

♦trade  MARK  REG.  U.  5.  PAT.  OFF. 


A PRODUCT  OF  MODERN  RESEARCH 
OFFERED  TO  THE  MEDICAL  PROFESSION  BY 

PARKE,  DAVIS  & COMPANY 

DETROIT  MICHIGAN 

OVER  75  YEARS  OF  SERVICE 
TO  MEDICINE  AND  PHARMACY 


Copyright  1942,  Petrogalar  Laboratories,  Inc. 


OF  THE  DESCENDING 
AND  SIGMOID  COLONS, 
RECTUM  AND  ANAL  CANAL 


The  manner  in  which  the  terminal  vessels  of  the  internal  or 
superior  hemorrhoidal  plexus  pierce  the  musculature  of  the 
rectum  before  uniting  into  the  superior  hemorrhoidal  vein, 
is  of  major  clinical  importance.  It  is  because  of  this  ana- 
tomic fact  that  tenesmus,  with  resultant  vigorous  contraction 
of  the  rectal  musculature,  may  introduce  an  obstructive 
element  that  is  a factor  in  the  causation  of  hemorrhoids. 
It  would  seem,  therefore,  that  in  the  management  of 


many  cases  of  constipation,  the  gentle  softening  action  of 
Petrogalar  is  indicated.  Petrogalar  is  a fine  oil  emulsion 
which  mixes  intimately  with  bowel  contents  to  soften  the 
feces  and  facilitate  an  easy,  natural  movement.  Although  it 
is  exceptionally  palatable,  the  miscibility  of  Petrogalar 
permits  of  mixing  with  water,  milk  or  fruit  juices  to  con- 
form with  the  individual  taste  of  the  patient. 
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Petrogalar 


One  to  two  tablespoonfuls  of  Petrogalar  daily  provide  bland  fluid 
to  help  soften  the  feces  and  bring  about  an  easily  passed,  well- 
formed  stool.  Consider  the  routine  use  of  Petrogalar  to  establish 
Habit  Time.  It  is  not  habit-forming. 


*Reg.  U.  S.  Pal.  Off.  Petrogalar  is  an  aqueous  suspension  of  pure  mineral  oil 
each  WO  cc.  of  which  contains  65  cc.  pure  mineral  oil  suspended  in  an 
aqueous  jelly  containing  agar  and  acacia. 


Petrogalar  Laboratories,  Inc.  • 8134  McCormick  Boulevard  • Chicago,  Illinois 
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Q.  Now,  Doctor,  from  vour  point  of  view,  just  what  is  canning? 

A.  Well,  to  me  canning  is  something  more  than  just  another 
method  of  food  preservation:  it  is  one  of  the  important  means 
whereby  many  foods  essential  for  proper  nutrition  are  made 
readily  available  to  Americans  in  all  localities  during  all 
seasons  of  the  year.  (1) 

American  Can  Company,  2.10  Park  Avenue,  New  York,  N.  Y. 


(1)  1939.  The  Canned  Food  Reference  Manual,  American 
Can  Company,  New  York. 

1938.  Commercial  Fruit  and  Vegetable  Products,  Second 
Edition,  W.  V.  Cruess,  McGraw-Hill,  New  York. 

1937.  Appertizing  or  the  Art  of  Canning;  Its  History 
and  Development,  A.  W.  Bitting,  Trade  Press- 
room, San  Francisco. 

1936.  A Complete  Course  in  Canning,  Sixth  Edition, 
Press  of  "The  Canning  Trade,”  Baltimore. 


The  Seal  of  Acceptance  denotes  that  the  nutri- 
tional statements  in  this  advertisement  are  accept- 
able to  the  Council  on  Foods  and  Nutrition  of  the 
American  Medical  Association. 


AMERICAN  CAN  COMPANY 

230  Park  Avenue,  New  York,  N.  Y. 
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Pause  at  the  familiar  red  cooler  for  ice-cold  Coca-Cola.  Its  life,  sparkle 
and  delicious  taste  will  give  you  the  real  meaning  of  refreshment. 


OXYGEN 

CARBON  DIOXID-OXYGEN 
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HELIUM-OXYGEN  MIXTURES 
NITROUS  OXID 
CARBON  DIOXID 
CYCLOPROPANE 

* * * 

OXYGEN  TENTS,  FACE  MASKS 
For  Sale  or  For  Rent 

COR P BROTHERS 

Dexter  11020 

24  Hour  Service 


ANESTHETIC  GASES 

(Medical) 

Nitrous  Oxid 

Oxygen 

Carbon  Dioxid 

Carbon  Dioxid  - Oxygen 

Helium  - Oxygen 

Cyclopropane 

Complete  Apparatus 
for  Administration 
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COMPANY 
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LACTOGEN 


approximates 
women’s  milk  in  the 
proportion  of 
food  substances 


The  cow  s milk  used  for  Lactogen 
is  scientifically  modified  for  infant  feeding.  This 
modification  is  effected  hy  the  addition  of  milk  fat  and 
milk  sugar  in  definite  proportions.  When  Lactogen 
is  properly  diluted  with  water  it  results  in  a formula 
containing  the  food  substances  — fat,  carbohydrate, 
protein,  and  ash  — in  approximately  the  same  pro- 
portion as  they  exist  in  woman  s milk. 


No  advertising  or  feed- 
ing directions,  except 
to  physicians.  For  free 
samples  and  literature, 
send  your  professional 
blank  to  “Lactogen 
Dept.”  Nestle’s  Milk 
Products,  Inc.  155  East 
44th  St.,New  York,  N.Y. 


★ “My  own  belief  is,  as  already 
stated,  that  the  average  well  baby 
thrives  best  on  artificial  foods  in 
which  the  relations  of  the  fat,  sugar, 
and  protein  in  the  mixture  are  sim- 
ilar to  those  in  human  milk.” — 
John  Lovett  Morse,  A.M.,  M.D. 

Clinical  Pediatrics,  p.  156. 
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Camel  invites  you 

TO  ENJOY  THE  INTERESTING  FEATURES 
OF  THE  CAMEL  CIGARETTE  EXHIBIT  AT  THE 
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# See  for  the  first  time  the  dramatic  visualization  of 
nicotine  absorption  from  cigarette  smoke  in  the  hu- 
man respiratory  tract— 

# See  the  giant  photo-murals  of  Camel  laboratory  re- 
search experiments  in  the  burning  rate  and  nicotine 
production  in  the  smoke  of  the  5 largest-selling  brands 
of  cigarettes— 

• Keep  up  to  the  minute  on  international  news  with  the 
Camel  Cigarette  Trans-Lux  “flash”  bulletins,  while  you 
enjoy  a supply  of  slow-burning  Camel  Cigarettes— 

• The  smoke  of  slow-burning  CAMELS  contained  less 
nicotine  than  that  of  the  4 other  largest-selling  brands 
tested— less  than  any  of  them— according  to  indepen- 
dent scientific  tests  of  the  smoke  itself! 

In  the  same  tests,  CAMEL  burned  slower  than  any  of 
the  4 other  largest-selling  brands  tested. 


# SEND  FOR  REPRINT  of  an  important  contribution  to  medical  literature— “The  Cigarette, The 
Soldier,  and  The  Physician,"  The  Military  Surgeon,  July,  1941 — revealing  many  new  angles  about 
smoking.  Write  Camel  Cigarettes,  Medical  Relations  Division,  1 Pershing  Square,  New  York  City. 


Camel 
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TIP  TURNS 
ON  SWIVEL 


Holla  ivd-Rantos 


New  York,  N.Y. 


5 51  Fifth  Ave  n u e 


Sixty  vials  a minute,  each  vial  filled  with  exactly 
the  same  amount  as  its  predecessor.  A vial  every 
second  — aseptically  stoppered  under  protecting  glass 
shields  in  a room  where  even  the  air  is  filtered.  These 
are  the  familiar  vials  of  Protamine,  Zinc  & Iletin 
(Insulin,  Lilly)  ready  to  receive  the  label  which  marks 
their  potency.  Preparations  of  Iletin  (Insulin,  Lilly) 
are  weeks  in  the  making  but  every  minute  is  spent 
under  the  direct  control  of  experts  who  know  the  art 
of  doing  things  well. 
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PRESIDENTIAL  ADDRESS 

Dr.  Frederic  V.  Hussey 
President,  rhode  island  medical  society 

Annual  Meeting,  June  3,  4,  1942 


From  the  time  when  the  Rhode  Island  Medical 
Society  was  incorporated  and  its  first  officers  in- 
stalled in  1812,  it  has  been  mandatory  that  its 
President  deliver  an  annual  address.  This  pro- 
cedure has  continued  down  over  a period  of  one 
hundred  and  thirty  years  and,  as  a consequence,  in 
our  files  there  is  a collection  of  addresses  by  its 
former  Presidents  which  in  general,  at  least,  ranks 
favorably  with  the  efforts  of  other  states’  Presi- 
dents. This  collection  contains  papers  on  purely 
scientific  subjects,  social  problems,  discussions  on 
policies  of  the  times,  et  cetera.  These  addresses  have 
reflected  the  states  of  mind  of  the  membership  of 
the  Society  through  a long  period  of  years  and  they 
give  a clear  insight  into  the  problems  confronting 
the  medical  profession  during  those  years.  This 
address  will  be  neither  a scientific  nor  a literary 
effort.  On  the  contrary,  it  will  be  somewhat  of  an 
exhortation  on  the  part  of  the  present  incumbent 
of  the  President’s  office  to  the  Rhode  Island  med- 
ical profession  to  fulfill  its  obligations  to  its  country 
in  its  present  hour  of  need.  It  may  justifiably  be  said, 
and  then  again  not  justifiable,  that  it  is  easy  for  one, 
who  because  of  age  or  physical  disability  can  well 
afford  to  tell  others  what  to  do  and  urge  them  on. 
Unfortunately,  we  cannot  halt  the  course  of  time 
nor  can  we  avoid  the  accidents  of  life,  nor  can  it  be 
denied  that  those  of  us  who  qualify  for  the  home 
brigade  would  gladly  surrender  our  vantage  point 
of  safety  for  that  possession  of  glorious  youth  that 
once  again,  as  years  ago,  we  might  be  able  to  offer 
our  services  to  our  country.  For  what  I have  to  say 
I bespeak  your  indulgence  and  understanding.  The 
best  one  can  do  is  to  do  the  best  one  can.  No  task 
is  too  menial,  no  sacrifice  too  great,  when  our  coun- 
try calls.  We  who  cannot  go  will  give  our  best  at 
home. 

In  the  course  of  the  existence  of  this  Society 
there  have  been  six  wars  including  the  present  one, 
some  of  which  as  we  look  back  may  not  appear  as 
very  great  in  their  magnitude.  But  no  matter  how- 
great  or  how  minor  at  the  present  time  they  may 
seem,  they  were  pregnant  with  possibilities  for  the 
future.  The  results  of  the  war  of  1812,  the  Mexican 


war,  the  Civil  war,  the  Spanish  war,  and  the  First 
W orld  war,  w-ere  not  all  that  wre  might  have  desired 
in  the  light  of  the  future,  but  at  the  moment  they 
did  seem  at  least  partially  to  solve  immediate  prob- 
lems. The  three  great  outstanding  achievements  of 
the  wars  of  this  country,  including  the  Revolution- 
ary war,  was  the  gaining  of  independence,  the 
preservation  of  the  Union  and  the  abolishment  of 
slavery.  Those  achievements  put  the  crowning  cap 
on  Thomas  Jefferson’s  immortal  “All  men  are 
created  equal  and  are  endow-ed  by  their  Creator 
with  certain  inalienable  rights,  that  among  these  are 
life,  liberty  and  the  pursuit  of  happiness;”  Daniel 
Webster’s  “Liberty  and  union,  now  and  forever, 
one  and  inseparable and  Lincoln’s  deathless  dec- 
laration “That  we  here  highly  resolve  that  these 
dead  shall  not  have  died  in  vain — that  this  nation, 
under  God,  shall  have  a new  birth  of  freedom  and 
that  government  of  the  people,  by  the  people,  for 
the  people,  shall  not  perish  from  the  earth.” 
Time  has  clarified  the  issues  involved  in  the  Revo- 
lutionary and  Civil  wars.  Time  has  somewhat  clari- 
fied the  issues  involved  in  the  Mexican  and  in  the 
Spanish  wars, — the  banishment  from  our  doorstep 
of  despotic  and  arrogant  powers  holding  a people 
in  intolerable  subjection.  In  the  last  war,  the  First 
World  war,  American  aims  were  idealistic.  We 
sincerely  believed,  I think,  w-e  were  going  to  save 
the  world  for  Democracy.  We  sacrificed  thousands 
of  human  lives,  crippled  hundreds  of  thousands  of 
bodies,  physically  and  mentally,  poured  out  millions 
of  dollars  in  the  hope  this  world  would  be  a better 
place  in  which  to  live.  Those  of  us  who  clearly 
remember  that  war,  remember  the  enthusiasm  and 
the  determination  with  which  we  eventually  entered 
it,  feeling  that  we  were  contributing  something  that 
would  make  future  w-ars  impossible  and  that  we 
ourselves  and  our  children  could  look  forward  to 
freedom  from  aggression  and  mortal  combat.  Un- 
happily for  us,  the  wisdom  of  our  statesmen  at  the 
time  was  not  sufficient  for  them  to  lay  the  founda- 
tions of  a lasting  peace,  or  to  devise  a structure 
which  could  resist  the  pressure  of  human  greed, 
misunderstandings  and  human  ambitions.  And  so 
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today,  we  are  reaping  the  harvest  from  seeds  plant- 
ed by  short  sighted,  selfish,  blundering  men  who  at 
the  time  happened  to  have  held  the  reins  of  power. 

Another  crisis  has  occurred  in  the  life  of  our 
country  and  how  this  country  will  ride  it  out  will 
depend  on  the  effort  made  by  every  man  and  woman 
within  its  borders.  This  war  is  different — will  be 
different — from  other  wars  which  have  gone  be- 
fore. It  is  and  will  be  a war  which  demands  and 
will  demand  in  the  words  of  Mr.  Churchill  “blood, 
sweat  and  tears."  It  is  an  all  out  war  which  will 
demand  a total  contribution  in  material,  effort  and 
sacrifice  before  success  is  achieved.  It  will  demand 
the  lives  of  thousands  and  the  utmost  effort  of  all. 
And  our  effort  and  our  sacrifice  will  he  in  propor- 
tion to  our  valuation  of  our  political  philosophy  and 
our  standards  of  living.  The  freedom  and  the  priv- 
ileges we  enjoy  today  and  which  we  claim  as  our 
natural  right  have  been  secured  and  handed  down 
to  us  by  our  forefathers  through  “blood,  sweat  and 
tears.” 

Knowing  nothing  of  the  locomotive,  of  the  auto- 
mobile, of  the  airplane,  nothing  of  the  telegraph, 
of  the  telephone  and  radio,  they  trudged  miles  on 
foot  or  by  horseback  to  school,  to  church  and  social 
gatherings,  read  a weekly  paper  or  none  at  all,  and 
lived  and  developed  because  of  that  spiritual  quality 
which  gave  them  faith  in  themselves  and  faith  in 
the  future  of  their  country.  Our  forebears  lived, 
fought  and  died  for  ideals  in  the  support  of  which 
they  possessed  nothing  but  primitive  methods  and 
primitive  knowledge.  They  knew  nothing  about 
the  electrocardiograph,  nothing  about  the  Wasser- 
raan  test,  nothing  about  x-ray,  radium,  inoculations 
for  typhoid  fever,  the  causation  of  yellow  fever, 
malaria,  or  a million  other  things  about  which  we 
set  so  much  store  today.  But  they  did  have  the 
courage  to  go  out  to  meet  nature  in  a death  struggle ; 
they  did  have  the  courage  to  know  what  they 
wanted  and  to  fight  for  what  was  a free  man’s 
heritage.  And  as  a result,  we  today  have  inherited 
the  most  noble  and  humane  civilization  the  world 
has  ever  known.  Are  we  going  to  give  that  up 
without  a struggle?  Are  we  going  to  let  the  old 
people  down  because  for  the  time  being  it  may 
mean  a lowering  of  our  standard  of  living? 

Our  standard  of  living!  What  will  that  mean 
for  ourselves,  our  wives  and  our  children  if  we 
lose  this  war?  Is  there  anyone  here  today  who 
would  not  lower  his  standard  of  living,  who  would 
not  forego  his  profits,  who  would  not  sacrifice  his 


comforts  to  he  able  to  think  independently,  to  ex- 
press his  opinion  honestly,  and  to  avoid  the  Gestapo 
and  the  firing  squad? 

We  must  cease  to  think  in  selfish  terms  ; we  must 
cease  to  look  to  someone  else  to  do  the  things  we 
should  do  ourselves.  A reluctance  to  play  our  part 
will  only  prolong  the  struggle  and  may  result  in 
the  loss  of  it.  It  is  a terrible  thing  that  in  wars  the 
flower  of  the  manhood  of  any  country  should  be 
the  first  to  go  arid  to  fall.  It  is  tragic  that  young 
men  on  the  threshold  of  life  should  be  asked  and 
required  to  make  this  sacrifice.  But  that  is  war  and 
such  it  will  he  until  humanity  makes  it  different. 

Our  politicians  have  been  largely  responsible  for 
our  present  situation.  It  is  largely  because  of  their 
efforts,  because  of  their  influence,  that  we  found 
ourselves  in  such  a deplorable  condition  when  we 
were  brought  face  to  face  with  the  present  crisis. 
Little  things  have  gone  far  to  reduce  the  faith  and 
confidence  of  the  common  people  in  our  legislators. 
The  voting  of  pensions  to  themselves,  the  demand 
for  X rationing  cards,  the  playing  of  politics  as 
usual  has  not  increased  our  respect.  I thoroughly 
believe  the  common  people  of  this  country  are  so 
much  more  sound  of  core,  so  much  more  aware  of 
the  country’s  needs,  so  much  more  willing  to  give 
and  do  that  this  is  going  to  be  a people’s  war.  The 
common  people  today  are  setting  the  pace ; the 
common  people  in  the  end  are  going  to  tell  the  whole 
world  what  it  is  all  about.  Any  effort  that  will 
reach  down  into  the  souls  of  the  multitude,  such  as 
the  effort  of  this  war  will  do,  is  going  to  result  in 
a demand  of  the  right  to  a part  in  the  solution  of 
the  problems  to  be  faced  by  our  country. 

As  I have  said  previously,  this  war  demands  an 
all  out  effort.  As  a part  of  this  all  out  effort  what 
will  be  the  role  of  the  medical  profession  and  how 
will  it  fulfill  that  role?  Well,  the  role  will  be  the 
same  old  role  that  the  Profession  has  played  since 
its  very  beginning.  It  will  he  the  role  of  caring  for 
the  sick,  the  wounded,  the  mentally  ill  of  our  civil- 
ian population  and  of  our  military  forces.  We  must 
maintain  the  care  of  the  millions  of  workers  at  home 
who  are  turning  out  the  munitions  of  war  to  make 
our  fighting  forces  victorious.  We  must  keep  them 
as  fit  and  as  able  as  possible. 

In  our  enthusiasm  to  put  on  a uniform  we  must 
remember  that  heroes  are  not  found  only  in  the 
front  lines.  Some  acclaim  must  accrue  to  those 
obliged  to  stay  at  home;  to  those  too  old  to  serve; 
to  those  physically  unfit ; to  those  few  who  may 
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truthfully  be  called  essential  men.  They  eventually 
will  be  forced  to  carry  a burden  such  as  was  never 
dreamed  of  that  others  may  give  their  services,  yes, 
their  lives,  to  the  fighting  forces. 

Bearing  all  of  that  in  mind,  though,  the  fact  still 
remains  that  the  medical  profession  must  care  for 
the  fighting  forces  of  this  country.  I am  convinced 
that  this  will  be  done  voluntarily  and  willingly.  But 
whether  voluntarily  or  involuntarily,  willingly  or 
unwillingly,  it  has  got  to  be  done  and  will  be  done. 
As  long  as  we  meet  the  requirements  we  can  keep 
the  situation  in  hand,  but  if  we  fail  we  shall  lose 
our  dignity  and  our  preferred  standing. 

History  has  largely  been  recorded  from  the 
achievements  of  military  heroes  and  the  accom- 
plishments of  those  in  political  fields.  Human 
advancement  owes  much  to  their  successes.  But  it 
has  been  at  the  cost  of  untold  numbers  of  human 
lives,  of  untold  misery  and  sacrifice.  As  bad  as 
modern  war  is  in  the  conception  of  the  common 
person,  few  realize  how  much  greater  its  horrors 
might  be  if  it  were  not  for  the  medical  profession. 

Until  the  last  comparatively  few  years  disease 
and  pestilence  claimed  more  victims  both  in  the 
armed  forces  and  the  civilian  population  than  ma- 
chines of  warfare.  As  a cause  of  death  in  every 
war  until  this  century  disease  in  its  various  forms 
has  outstripped  death  from  armed  conflict.  The 
medical  profession  has  made  war  safe  for  untold 
millions.  Those  who  escape  the  danger  of  bombs, 
bullets,  cannister  and  the  bayonet,  no  longer  fear 
the  ravages  of  typhoid,  typhus,  yellow  fever,  ma- 
laria, and  such.  And  those  who  are  wounded, 
maimed,  blasted,  no  longer  fear  hospital  gangrene, 
tetanus  and  the  crippling  that  comes  from  improp- 
erly treated  fractures.  And  why?  Because  the 
medical  profession  has  been  largely  able  to  conquer 
those  and  other  conditions.  Glory  and  acclaim 
comes  to  a Sergeant  York,  and  let’s  not  take  any 
of  it  away  from  him,  but  why  was  not  a Congres- 
sional Medal  of  honor  given  to  a Zinsser?  Can 
there  be  any  comparison  as  to  which  has  been  the 
greater  benefactor  to  our  country  and  to  humanity 
as  a whole?  The  stretcher  bearers,  the  comforters 
of  the  suffering,  the  salvagers  of  the  maimed  and 
broken,  the  conquerors  of  disease,  have  largelv 
gone  unrecognized  and  their  praises  have  been  un- 
sung while  honors  and  acclaim  have  been  accorded 
others  for  some  outstanding  feat  of  arms. 

Let's  not  belittle  those  martial  heroes  : they  have 


become  national  and  world  figures,  but  let  us  bring 
into  a proper  perspective  those  of  the  medical  pro- 
fession who  in  their  unselfish,  unostentatious  and 
unheralded  way  have  contributed  so  much  to  the 
safety  of  human  life  today.  As  we  contemplate 
the  martial  successes  of  an  Alexander  the  Great, 
of  a Caesar,  of  a Napoleon,  of  a Washington,  of  a 
Lee  or  Grant,  of  a Pershing  or  Foch,  or  I might 
even  say  of  a MacArthur,  and  while  we  try  to 
evaluate  the  importance  of  their  successes,  why  not 
think  of  an  Hippocrates,  a Baron  Larrey,  a Hunter, 
a Pirogoff,  a Jenner,  a Keen,  a Pasteur,  a Gorgas, 
a Walter  Reed  and  his  confreres,  a Zinsser  and 
innumerable  others,  and  weigh  against  them  the 
contributions  of  those  men  ? Those  men  and  others 
have  blotted  out  typhoid,  typhus  and  yellow  fever. 
They  have  eliminated  small  pox,  malaria,  diph- 
theria, to  mention  only  a few  diseases.  They  have 
gone  a long  way  towards  conquering  wound  infec- 
tions, towards  the  banishment  of  amputations  and 
towards  the  rehabilitation  of  the  crippled.  While 
war  in  its  destructive  course  has  gone  on  unmind- 
ful of  the  awful  waste  of  human  life  and  suffering, 
the  doctor  has  followed  in  its  wake  to  bring  relief 
to  suffering,  restoration  to  usefulness  and  the  ban- 
ishment of  disease. 

So  I ask  again,  in  this  present  catastrophe,  what 
can  and  what  will  the  medical  profession  do.  As 
regards  what  it  will  do  there  is  no  question  but 
that  it  will  continue  its  glorious  tradition.  \ know 
eventually  it  will  give  of  itself  as  it  has  never  given 
before.  It  will  give  its  best  in  the  flower  of  its 
manhood ; it  will  give  of  its  highest  ability ; it  will 
make  an  unselfish  sacrifice  of  itself  to  carry  to  the 
men  who  shoulder  the  guns,  who  fly  the  planes,  who 
man  the  ships  on  and  under  the  seas,  the  highest 
service  it  can  render.  And  afterwards,  it  will  en- 
deavor to  bring  back  to  usefulness  the  broken 
wrecks,  physical  and  mental,  which  war  has  left  in 
its  wake.  And  will  there  be  a thought  of  gain  or 
glory?  I think  not!  It  will  be  a contribution  of 
loyalty,  an  effort  because  of  sympathy  with  human 
suffering,  and  if  one  because  of  it  achieves  distinc- 
tion it  will  be  because  of  what  he  has  contributed. 

In  the  present  crisis  if  there  has  been  a seeming 
slowness  on  the  part  of  the  medical  profession  to 
offer  its  services,  I cannot  believe  that  it  is  entirely 
because  of  a lack  of  patriotism  on  its  part.  I think 
the  Government  itself  must  assume  its  share  of  the 
blame.  It  has  at  times  shown  an  indecisiveness  and 
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a lack  of  clarity.  I think  the  younger  men  have  been 
a bit  bewildered  and  a bit  uncertain  as  to  what  is 
required  of  them  and  what  they  should  do.  When 
the  way  is  clear,  I am  sure  that  every  doctor  will 
do  his  duty. 

On  the  other  hand,  I believe,  the  Government 
has  been  and  still  is  trying  to  play  fair  with  us. 
Maybe  there  are  some  amongst  us  who  think  they 
could  have  done  a better  job.  Well,  it  is  the  preroga- 
tive of  every  American  citizen  to  consider  himself  a 
super  strategist.  We  all  have  our  pet  peeves  and 
we  spend  a large  part  of  our  day  trying  to  satisfy 
those  peeves.  Maybe  we  could  do  better  on  the 
job  than  the  Government,  maybe  we  couldn't.  The 
fact  remains  that  we  have  a tremendous  job  to  do 
and  the  way  to  do  it  is  not  by  destructive  criticism 
but  by  wholehearted  collaboration  and  doing  the 
best  we  can  in  whatever  situation  we  may  find  our- 
selves. 

What  can  the  Rhode  Island  Medical  Society  do 
in  the  way  of  service  to  its  members-in-arms? 
Frankly,  in  the  way  of  an  organized  effort  to  bring 
concrete  aid  and  assistance  it  may  not  be  able  to 
accomplish  much.  A committee  was  appointed  by 
the  President  to  study  the  situation  and  make  rec- 
ommendations. It  has  not  made  much  progress 
because  it  did  not  seem  possible  to  commit  its  mem- 
bers to  any  hard  and  fast  course  of  action.  The 
remittance  of  a certain  percentage  of  fees  from 
the  care  of  patients  of  those  in  service  must  be 
dependent  on  one’s  sense  of  honesty  and  obligation 
and  will  be  a variable  quotient.  The  insistence  of  the 
return  of  patients  to  their  former  doctors  cannot 
be  enforced.  This  was  tried  out  in  the  last  war  and 
failed.  It  can  be  encouraged  but  the  honest  carry- 
ing out  of  such  policies  must  depend  on  any  indi- 
vidual doctor’s  sense  of  obligation.  Medical  clien- 
tele in  a city  such  as  Providence  is  so  fluid  that  it 
is  difficult,  yes,  impossible,  to  determine  to  what 
doctors  patients  belong.  In  normal  times  it  is  hard 
enough  to  settle  the  question.  In  a time  of  such  un- 
certainty from  past  experiences  it  would  seem  to  be 
futile. 

We  can  work  to  see  that  a man’s  hospital  appoint- 
ments will  be  reserved  for  him ; we  can  guarantee 
that  his  Society  dues  during  the  period  of  his  serv- 
ices will  be  remitted.  We  can  guarantee  that  a 
doctor’s  family  will  receive  adequate  medical  atten- 
tion. We  can  see  that  it  is  properly  hospitalized. 
We  can  see  that  the  members  will  receive  the  cur- 


rent literature,  publications,  notices,  etc.,  of  the 
Society.  We  can  keep  them  in  touch  with  what  is 
going  on  at  home.  We  can  welcome  any  requests 
for  advice,  help  and  suggestions  from  any  of  our 
members,  and  will  gladly  try  to  aid  them  in  the 
solution  of  any  of  their  personal  problems.  Our 
Secretary  invites  and  will  gladly  receive  any  com- 
munications and  the  writer  may  be  assured  of  care- 
ful, sincere  and  thoughtful  consideration  of  prob- 
lems advanced.  It  is  possible  that  with  experience 
and  opportunity  we  may  be  able  to  evolve  a system 
by  which  we  can  be  of  more  positive  service. 

As  a profession  we  have  a grand  opportunity  of 
making  good.  It  is  up  to  us  to  see  that  we  do  it. 
As  long  as  we  can  satisfactorily  handle  our  own 
affairs  and  give  the  Government  what  it  wants  we 
will  be  allowed  to  do  it.  But  when  we  fail  in  that 
we  will  be  ordered  what  to  do  and  not  by  our  own 
kind.  The  Government  isn’t  interested  in  how 
much  insurance  we  carry  and  how  we  are  going 
to  pay  the  premiums ; it  isn’t  interested  in  our  mort- 
gages and  how  we  are  going  to  pay  the  interest ; it 
isn’t  interested  in  our  leases ; nay,  it  isn’t  going  to 
be  interested  in  general  in  our  dependencies.  It  is 
going  to  say  before  long  unless  its  requirements 
are  met  voluntarily,  “We  need  you,  we  are  going 
to  have  you ; Come !”  What  will  happen  to  our 
insurance,  what  will  happen  to  our  mortgages,  what 
will  happen  to  our  property  in  general  will  depend 
on  how  well  we  can  protect  those  things  by  making 
our  country  enduring. 

We  men  of  England,  we  men  of  Scotland,  we 
men  of  Ireland,  France,  Italy,  Germany,  the  Scan- 
dinavian countries,  in  fact,  we  men  from  countries 
the  world  over,  whose  fathers  and  mothers,  grand- 
fathers and  grandmothers  came  to  this  wonderful 
land  of  freedom  and  opportunity  to  escape  perse- 
cutions at  home,  owe  something  to  this  country. 
For  this  is  our  country.  In  the  militaristic  countries 
of  the  world  freedom  as  we  know  it  is  unknown. 
Can  you  picture  in  the  countries  of  Europe  groups 
of  doctors  sitting  in  staff  rooms  of  hospitals  and 
criticizing  openly  their  Government  as  we  do  here? 
What  countries  can  do  that  today  but  the  countries 
under  the  principles  of  Anglo-Saxon  government? 
We  demand  the  right  to  express  ourselves  as  indi- 
viduals, we  demand  the  right  to  say  yes  or  no  to 
this  or  that  problem.  Who  is  going  to  guarantee  us 
that  right  if  we  are  not  willing  to  protect  it?  We 
who  were  born  or  acquired  citizenship  under  the 
Stars  and  Stripes,  we  who  sought  protection  under 
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that  flag  from  persecution,  owe  it  to  this  country 
to  see  that  that  flag  is  kept  flying.  It  may  be  that 
from  our  sense  of  security  we  take  things  for 
granted.  It  may  be  that  we  see  no  immediate  need 
for  action  on  our  part.  But  we  forget  past  history. 
We  forget  what  has  gone  on  before  our  present 
time.  We  forget  what  Washington  and  our  conti- 
nental troops  endured  at  Valley  Forge.  We  forget 
the  humiliation  we  endured  when  Washington  was 
captured  and  burned  in  the  War  of  1812.  We  for- 
get the  enormous  sacrifices  made  in  the  Civil  War 
and  the  glorified  outcome — abolition  of  slavery  and 
preservation  of  the  Union. 

We  forget  the  sacrifices  in  men  and  material  in 
the  last  World  war  for  an  ideal  which  wasn't  real- 
ized. We  forget  all  the  blood,  anguish,  all  the  pain 
and  suffering  that  generations  in  this  country  have 
experienced  to  place  us  where  we  are.  Why  cannot 
we  today  feel  that  we  have  something  worth  fight- 
ing for,  that  our  way  of  life  is  something  we  will 
not  give  up,  that  America  is  still  the  land  of  the 
free  and  the  home  of  the  brave  and  will  remain  so  ! 
All  this  cannot  he  accomplished  without  sacrifice 
and  effort.  It  cannot  he  accomplished  with  one  eye 
on  our  life  insurance  premiums,  another  eye  on  our 
mortgages ; one  eye  on  our  practice  and  the  other 
eye  on  our  easy  way  of  life. 

A number  of  our  members  are  already  in  the 
service ; many  more  of  us  will  be  in  service  before 
the  year  is  out.  Some  of  our  members  have  sons 
doing  duty  at  home  and  abroad.  All  of  you  will 
want  to  see  that  your  friends,  your  friends’  sons, 
will  receive  the  same  care  and  attention  that  you 
would  wish  to  give  them  in  sickness  and  pain  were 
they  to  fall  into  your  own  hands  at  home.  Those 
hoys  are  in  the  position  of  making  the  supreme 
sacrifice.  Can  we  do  less  than  to  try  to  make  that 
sacrifice  easier?  Can  we  as  medical  men  who  have 
stood  for  sacrifice  and  unselfish  service  from  time 
immemorial  forget  our  past  traditions  and  play  our 
own  selfish  game  ? This  life  we  know  is  an  heritage. 
It  has  been  created,  built  up  and  protected  by  past 
sacrifices.  We  are  asked  now  to  give  no  more  than 
our  forefathers  gave  to  put  us  where  we  are.  If  we 
love  our  way  of  life,  if  we  love  our  children,  should 
we  not  do  as  much?  Let  us  forget  our  differences 
of  opinion,  let  us  forget  our  selfish  thought  of  gain, 
let  us  forget  our  immediate  interests,  and  all  turn 
to  help  protect  and  perpetuate  the  most  glorious 
way  of  life  the  world  has  ever  known. 
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ARTHRITIS 
Frank  B.  Cutts,  M.D. 

For  practical  purposes  when  we  speak  of  arth- 
ritis we  are  referring  to  some  disease  or  abnormal- 
ity of  one  or  more  joints.  In  considering  a patient 
suspected  of  having  this  condition  it  is  imperative 
that  we  first  proceed  with  a complete  history  and 
physical  examination,  supplemented  by  selected 
laboratory  procedures,  including  X-rays  when  in- 
dicated. In  this  way  we  may  usually  expect  to 
establish  two  important  facts.  FIRST,  that  the 
patient  is  actually  suffering  from  arthritis  and  not 
from  some  unrelated  condition;  and  SECOND, 
which  of  the  several  types  of  arthritis  is  present  in 
the  case  under  consideration.  It  is  not  so  very  un- 
common to  see  such  conditions  as  metastatic  cancer 
to  hone,  or  angina  with  referred  shoulder  pain, 
masquerading  as  arthritis  and.  unfortunately,  be- 
ing treated  as  such.  Moreover,  it  should  he  realized 
that  the  term  arthritis  includes  many  different, 
often  unrelated,  joint  conditions,  and  we  must  al- 
ways attempt  to  identify  the  type  of  arthritis  present 
in  a given  case,  if  we  are  going  to  prescribe  intelli- 
gent treatment. 

In  the  time  at  our  disposal  I shall  attempt  to 
briefly  discuss  only  three  common  types,  namely 
rheumatoid  arthritis,  degenerative  arthritis,  and 
gout.  A few  comments,  chiefly  with  reference  to 
rheumatoid  arthritis,  will  he  included  on  the  basis 
of  experience  derived  from  the  Arthritic  Follow- 
Up  Clinic  at  the  R.  I.  Hospital  and  from  patients 
seen  in  private  practice.  The  Follow-Up  Clinic  has 
operated  since  1936  with  the  main  purpose  of  ob- 
serving the  subsequent  course  of  patients  with 
arthritis  who  were  admitted  to  and  adequately 
studied  on  the  hospital  wards.  In  this  Clinic  Drs. 
Robert  Murphy  and  Ernest  Thompson  provided 
very  considerable  assistance. 

Rheumatoid  arthritis,  also  known  as  atrophic, 
proliferative  or  chronic  infectious  arthritis,  is  the 
most  important  type.  This  is  the  kind  that  may  lead 
to' serious  joint  destruction  and  crippling.  165  cases 
of  this  disease  have  been  studied  in  the  Clinic  and 
in  private  practice. 

Rheumatoid  arthritis  is  typically  a disease  of 
early  adult  life,  although  it  may  occur  at  any  age. 
It  is  a generalized  disease  and  weight  loss,  excessive 
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fatigue,  anemia  and  fever  are  frequently  present. 
Women  are  more  often  afflicted  than  men.  Its  cause 
is  unknown  but,  in  susceptible  individuals,  it  seems 
to  be  precipitated  by  overwork,  exposure  to  cold 
and  dampness,  and  by  infections.  The  involved 
joints  are  usually  swollen,  tender  and  warm.  In  a 
typical  case,  the  joints  are  symmetrically  involved 
on  the  two  sides  of  the  body.  Most  commonly  af- 
fected are  the  joints  in  the  middle  of  the  fingers 
and  the  wrist  joints.  Muscle  atrophy  about  the 
joints  is  often  pronounced.  The  sedimentation  rate 
is  almost  always  increased  over  normal.  After  the 
disease  has  been  present  for  several  months,  x-rays 
often  show  narrowing  of  the  joint  spaces  and  some 
destruction  of  the  joint  surfaces. 

In  the  present  state  of  our  knowledge  the  treat- 
ment of  this  disease  embodies  two  main  principles  : 
First  to  restore  the  patient’s  general  health  to  the 
best  possible  status ; and  second,  to  prevent  by  all 
the  measures  at  our  disposal  stiffness  and  deformity 
of  the  involved  joints. 

At  an  early  visit  the  patient  should  be  informed 
that  the  treatment  may,  of  necessity,  be  long,  and 
that  the  results  depend  in  large  measure  on  his  own 
cooperation  and  perseverance.  Written  instruc- 
tions are  valuable  in  preventing  misunderstandings 
and  in  constantly  reminding  the  patient  of  his  part 
in  the  task.  Let  us  now  consider  some  of  the  more 
important  factors  in  treatment. 

REST.  The  amount  needed  will  vary  according 
to  the  severity  of  the  disease.  At  times  complete 
bed  rest  for  weeks  or  months  may  be  required, 
while  in  milder  cases  9-10  hours  sleep  at  night  with 
a daily  nap  will  suffice.  Rest  should  be  sufficient  to 
prevent  the  patient  from  experiencing  at  any  time 
a sense  of  fatigue  or  exhaustion.  In  the  importance 
of  this  factor  the  treatment  of  rheumatoid  arthritis 
is  quite  comparable  to  the  treatment  of  tuberculosis. 

DIET.  This  should  be  well  balanced  and  should 
contain  meat,  milk,  fresh  fruit  and  vegetables  daily. 
The  number  of  calories  should  be  adjusted  to  the 
needs  of  the  patient  for  gaining  or  losing  weight. 
Ordinarily  in  this  disease  the  patients  are  under 
nourished.  The  various  vitamins  may  be  added  in 
moderate  amounts  to  insure  optimum  nutrition. 
Plain  cod  liver  oil,  which  can  usually  be  tolerated 
in  doses  of  2-3  ounces  a day,  is  often  of  assistance 
in  inducing  a gain  in  weight. 

DRLTGS.  In  general  these  are  of  distinctly  sec- 
ondary importance.  Salicylates  in  some  form  are 


helpful  in  relieving  pain.  Numerous  patients  take 
8-12  five  grain  aspirin  tablets  daily  for  long  peri- 
ods with  no  deleterious  effects.  Iron  is  useful  for 
existing  anemia  and  various  sedatives  to  promote 
needed  rest.  Cincophen  is  dangerous  and  should 
not  be  used  in  this  disease.  Even  in  our  limited  ex- 
perience we  have  seen  two  cases  of  severe  liver 
damage  resulting  from  its  administration. 

CARE  OF  THE  JOINTS.  Only  the  barest 
outline  of  this  aspect  of  treatment  can  be  presented 
here.  It  is  in  this  phase  of  therapy  that  the  ortho- 
pedist is  of  greatest  assistance.  During  the  period 
of  most  acute  joint  inflammation  various  tvpes  of 
splints  and  casts  provide  relief  from  pain  and  spasm 
and  help  to  prevent  deformity.  However,  in  order 
to  prevent  restricting  adhesions,  the  fullest  possible 
joint  motion  at  the  earliest  possible  period  in  the 
disease  is  necessary.  As  soon  as  at  all  feasible,  full 
joint  motion  should  be  carried  out  at  least  once 
daily.  As  the  acute  inflammation  begins  to  subside, 
local  heat  in  some  form  is  frequently  of  value. 
Massage  and  graded  exercises  to  combat  muscle 
atrophy  are  of  great  assistance  if  cautiously  and 
sensibly  applied.  The  arthritic  patient  who  lies  im- 
mobile in  bed  with  pillows  under  his  knees  and  with 
his  hands  flexed  across  his  abdomen  may  be  tem- 
porarily comfortable,  but  he  runs  a very  serious 
risk  of  being  permanently  crippled. 

What  may  be  said  about  other  methods  of  treat- 
ment ? Their  very  number  would  suggest  that  none 
of  them  has  any  recognizable  merit.  First,  a word 
about  foci  of  infection.  Much  in  the  recent  litera- 
ture and  our  own  experience  support  the  opinion 
that  removal  of  foci  of  infection  very  rarely  has 
any  beneficial  influence  on  the  course  of  rheumatoid 
arthritis.  Certainly  caution  and  conservatism  are 
indicated  in  dealing  with  them.  In  this  connection 
it  might  be  recalled  that  Dr.  Henry  Christian  once 
wrote  that  he  was  sorely  tempted  to  present  a 
paper  entitled  “the  damnable  practice  of  pulling 
teeth.” 

Various  vaccines,  sulfur  preparations,  bee  venom, 
vitamin  D concentrates,  to  mention  a few  of  the 
more  widely  advocated  preparations,  have  very 
little  to  support  them.  In  addition  in  each  case 
there  is  reliable  data  gathered  by  experienced  ob- 
servers to  indicate  that  they  are  without  recogniz- 
able value.  Gold  preparations  have  been  recently 
used  rather  widely.  Expert  opinion  is  divided  on 
their  merits  and  it  is  too  early  to  pass  judgment. 
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Certainly  their  use  is  attended  with  real  danger  and 
even  the  best  results  are  far  from  spectacular.  In 
short,  in  the  present  state  of  our  knowledge  there  is 
no  royal  road  to  recovery  from  rheumatoid  arthritis 
without  prolonged  effort  by  physician  and  patient. 

What  may  he  said  of  the  results  of  treatment 
In  general,  most  of  the  reliable  reports  in  the  litera- 
ture would  indicate  that  about  Rj  of  the  patients 
with  this  disease  show  no  definite  improvement, 
about  y2  improve  slightly  or  moderately,  and  about 
J4  show  marked  improvement,  approaching  a cure. 
I have  attempted  roughly  to  analyze  the  cases  in  the 
Clinic  and  my  practice  that  have  been  followed  for 
at  least  a year.  (Table  No.  1).  I have  been  par- 
ticularly interested  in  trying  to  discover  some  of 
the  factors  that  might  be  responsible  for  the  poor 
results  observed  in  some  cases.  Three  points  are 
worth  mention.  First,  the  severity  of  the  disease 
and  its  duration  before  adequate  therapy  was  un- 
dertaken are  of  importance.  Some  patients  with 
severe  disease  seen  early  in  its  course  did  remark- 
ably well.  However  those  with  severe  disease  in 
whom  much  deformity  had  been  allowed  to  develop 
were  much  less  likely  to  improve.  Second,  financial 
and  emotional  problems  often  seemed  to  provide 
harmful  influences.  Some  patients  felt  obliged  to 
attempt  to  continue  at  work  even  though  they  knew 
it  was  to  their  disadvantage.  In  the  State  of  Rhode 
Island  there  are  no  facilities  for  the  prolonged  ade- 
quate care  and  treatment  of  poorer  patients  suffer- 
ing from  rheumatoid  arthritis.  This  is  a problem 
that  deserves  the  attention  of  physicians,  social 
workers  and  Public  Health  officials.  Thirdly,  some 
patients  were  unwilling  to  contribute  efforts  of 
their  own  and  would  not  endure  necessary  discom- 
fort and  pain.  They  were  the  so-called  “whiners” 
and  perpetually  sought  the  easy  painless  cure. 


TABLE  No.  1 

Cases  of  Rheumatoid  Arthritis  Followed 
From  One  to  Six  Years 


I mf'rovement 


Clinic 


Private 


0 (or  worse) 
25% 

12 

9 

| — 47% 

50% 

11 

75% 

11 

--53% 

100% 

1 

Totals  44 


l°4  [-41% 
5 1—59% 

8j 

34 


In  attempting  to  estimate  the  degree  of  improvement, 
each  patient’s  condition  at  the  latest  follow-up  was  com- 


pared with  his  status  when  first  seen.  The  following  factors 
were  compared:  Joint  pain  and  stiffness;  signs  of  joint 
inflammation ; general  health  and  ease  of  fatigue  ; muscle 
atrophy  ; ability  to  work.  A few  of  those  with  0 or  25% 
improvement  and  almost  all  with  50-100%  improvement 
were  able  to  return  to  work  and  resume  most  of  their  pre- 
vious activities.  It  should  be  realized  that  the  number  of 
cases  is  too  small  for  statistical  value  and  the  follow-up 
period  too  short  in  many  instances  to  evaluate  final  results. 
However,  we  believe  this  table  supports  the  contention 
that  significant  improvement  can  be  obtained  in  the  majority 
of  patients  with  rheumatoid  arthritis. 

The  second  type  of  joint  disease  to  lie  discussed 
is  degenerative  arthritis.  Synonyms  are  hyper- 
trophic arthritis  and  osteo-arthritis.  I have  records 
on  44  patients  in  this  group,  mostly  seen  in  private 
practice  as  they  are  not  often  sufficiently  disabled 
to  merit  hospitalization. 

The  cause  of  this  type  of  joint  disease  appears 
to  lie  the  degenerative  changes  resulting  from  pro- 
longed use  or  abuse  of  hereditarily  weak  joint 
cartilage.  It  usually  occurs  in  patients  beyond  the 
age  of  40.  Its  victims  are  otherwise  in  excellent 
health,  though  often  overweight,  and  signs  of  joint 
inflammation  are  minimal  or  absent.  The  weight 
bearing  joints,  particularly  the  knees,  are  fre- 
quently involved  and  the  patients  complain  of  stiff- 
ness and  pain  on  going  over  stairs  or  getting  out  of 
chairs.  Typical  of  degenerative  arthritis  are  the 
so-called  Heberden’s  nodes  which  are  nodular 
swellings  involving  the  joints  of  the  fingers  nearest 
the  nails.  The  sedimentation  rate  is  usually  normal. 
X-rays  often  reveal  bony  spurs  or  lipping  involving 
the  joint  margins.  Bone  atrophy  is  absent. 

Unless  the  hips  are  extensively  involved,  serious 
disability  almost  never  results.  Therefore,  in  the 
absence  of  hip  involvement,  it  is  the  first  duty  of  the 
physician  to  reassure  the  patient  that  he  will  not  be 
crippled  by  bis  disease.  One  of  the  major  principles 
of  treatment  is  to  lessen  the  burden  on  the  involved 
j oints.  In  the  case  of  knees,  this  means  weight  reduc- 
tion for  the  obese,  moderation  in  the  use  of  the  joint, 
and  the  improvement  of  weight  bearing  lines  by 
such  procedures  as  orthopedic  attention  to  the  feet. 
Locally  applied  heat  and  massage  to  nearby  muscles 
often  provides  much  relief.  The  temporary  use  of 
some  form  of  support  such  as  properly  applied 
elastic  bandages  is  also  of  assistance.  Heberden’s 
nodes  need  no  treatment.  If  the  hips  are  extensively 
damaged,  reconstructive  operations  with  vitallium 
cups  may  be  considered.  In  numerous  instances  the 


130 


RHODE  ISLAND  MEDICAL  JOURNAL 


June,  1942 


results  of  this  procedure  are  excellent.  In  Table 
No.  2 are  summarized  some  of  the  contrasting  fea- 
tures of  rheumatoid  and  degenerative  arthritis. 


TABLE  No.  2 

Rheumatoid  Arthritis  — Degenerative  Arthritis 
Diagnosis 


Usual  Age  20-50 

Over  40 

General  Condition  Thin,  anemic 

Healthy 

Chronically  ill 

Often  obese 

Joints  Symmetrical 

Weight  bearing 

involvement 

Wrists  & mid- 

Heberden’s  nodes 

phalangeal 

Swollen  & warm 

Rarely  swollen 

Muscle  Atrophy  Often  present 

None 

Rheumatic  Nodules  15-20% 

No 

Sedimentation  Rate  Fast 

Usually  normal 

X-Ray  Narrowing,  osteo- 

Lipping 

porosis 

Joint  destruction 

No  osteoporosis 

T reatment 

Rest,  10-24  hours  a day 

Reassurance 

Well  balanced  diet 

Weight  reduction 

Salicylates 

Joint  protection 

Local  care  of  joints 

Heat  & massage 

Grades  exercises 

The  final  type  of  arthritis  to  be  considered  in  this 
discussion  is  gout.  This  is  not  a rare  disease  as  in 
mv  limited  experience  at  the  hospital  and  in  private 
practice  there  have  been  26  cases.  The  cause  of 
gout  is  unknown  but  it  appears  to  be  associated  with 
some  fault  in  uric  acid  metabolism.  Over  90%  of 
cases  occur  in  males,  more  commonly  after  the  age 
of  40.  Most  of  the  victims  of  gout  have  involve- 
ment of  their  great  toe  joints  at  some  time  during 
their  career.  Patients  with  this  disease  have  at 
varying  intervals  attacks  of  acute  joint  inflamma- 
tion, usually  with  severe  pain.  The  characteristic 
feature  of  their  history  is  that  BETWEEN  AT- 
TACKS, especially  in  the  early  years  of  their 
disease,  their  joints  are  entirely  free  from  symp- 
toms. As  the  disease  progresses  tophi,  or  collec- 
tions of  sodium  urate  crystals,  may  appear.  They 
are  most  common  in  the  cartilage  of  the  ear,  in 
bursae,  especially  at  the  elbow,  and  in  or  near  in- 
volved joints.  The  demonstration  under  the  micro- 
scope of  the  typical  needle  shaped  sodium  urate 
crystals  in  material  obtained  from  a tophus  consti- 
tutes positive  proof  of  the  diagnosis  of  gout.  In 
almost  all  cases  the  serum  uric  acid  is  elevated  over 
6 mg  per  100  cc  during  an  acute  attack.  However, 


it  must  be  remembered  that  other  conditions  such 
as  leukemia  and  uremia  may  be  associated  with  an 
elevated  nric  acid  level.  X-rays  may  at  times  show 
asymmetrical  punched  out  areas  in  the  bone  near 
the  involved  joint,  but  often  are  of  no  assistance  in 
diagnosis. 

Treatment  of  the  acute  attack  includes  the  pro- 
tection and  elevation  of  the  involved  joint  with  the 
application  of  heat  or  cold,  whichever  provides  the 
more  relief.  By  far  the  most  effective  phase  of 
treatment,  however,  is  the  use  of  colchicine.  This 
may  be  given  every  hour  in  doses  of  1/  120th  of  a 
grain.  It  should  be  given  until  diarrhoea  occurs 
and  then  stopped.  This  may  take  from  10-25 
tablets.  Striking  relief  from  pain  will  occur  within 
48  hours  and  the  acute  attack  is  over.  The  effective- 
ness of  this  drug  in  the  treatment  of  acute  gout 
cannot  be  overemphasized. 

In  between  attacks  a low  purine  diet  is  usually 
advised  although  its  efficacy  is  open  to  some  ques- 
tion. This  type  of  diet  involves  primarily  the  avoid- 
ance of  glandular  meats,  such  as  liver  and  kidneys, 
and  in  addition,  the  avoidance  of  beans,  coffee  and 
chocolate.  The  use  of  alcohol  is  likely  to  precipitate 
fresh  attacks. 

In  Table  No.  3 is  a very  brief  summary  of  the 
more  important  facts  about  gout. 

TABLE  No.  3 
Gout 
Diagnosis 
Chiefly  in  males 

Acute  attacks  & complete  remissions 
Big  toe  joint 
Tophi-  urate  crystals 
Elevated  serum  uric  acid 

T reatment 

Colchicine  grains  1/120  every  hour 
10-25  tablets.  Given  until 
diarrhea  occurs. 

Low  purine  diet 

In  conclusion  I should  like  to  re-emphasize  the 
fact  that  there  are  many  different  unrelated  types  of 
arthritis.  Before  we  can  possibly  prescribe  intelli- 
gent effective  treatment,  we  must  be  as  sure  as 
possible  that  we  know  the  type  of  arthritis  existing 
in  the  patient  we  are  trying  to  help. 
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THE  HISTORY  OF  THE  MICROSCOPE 
AND 

EARLY  MICROSCOPY 
B.  Earl  Clarke,  M.D. 

There  is  no  evidence  that  the  human  race  had 
any  knowledge  of  magnification  by  means  of  lenses 
until  near  the  end  of  the  13th  century.  It  is  true 
that  Seneca,  writing  about  63  A.  D.,  says  “Letters, 
however  small  and  dim,  are  comparatively  large 
and  distinct  when  seen  through  a glass  globe  filled 
with  water.”  It  appears  however  that  he  attributed 
this  to  the  nature  of  the  water  rather  to  the  cur- 
vature of  the  surface.  The  first  clear  statements 
concerning  lenses  are  found  in  the  works  of  Roger 
Bason.  This  English  monk  lived  and  wrote  at 
Oxford.  He  spent  his  life  studying  nature.  He 
completed  an  encyclopedic  work  called  “Opus 
Majlis”  which  he  sent  to  the  pope  in  1276.  In  this 
he  said,  “If  one  looks  at  letters  or  other  minute 
things  through  the  medium  of  a crystal  or  glass 
put  over  the  letters,  and  if  it  is  the  smaller  portion 
of  a sphere  of  which  the  convexity  is  towards  the 
eye,  and  the  eye  is  in  the  air,  he  will  see  the  letters 
much  better  and  they  will  appear  larger  to  him. 
Therefore,  this  instrument  is  useful  to  old  men 
and  to  those  having  feeble  sight.  For  they  can  see 
a letter,  or  anything  small,  in  sufficient  size”.  In 
other  passages  Bacon  foretells  both  the  microscope 
and  the  telescope  hut  there  is  no  evidence  that  he 
actually  used  anything  hut  a simple  magnifying 
lens.  Thirty-two  years  later  (1299)  a manuscript 
written  in  Florence  (author  unknown)  contains 
this  sentence  — “I  am  so  affected  by  years  that  I 
cannot  read  or  write  without  the  glasses  they  call 
spectacles,  lately  found  out  for  the  benefit  of  old 
men  when  their  eye  sight  gets  weak”.  Rivalto  says, 
in  1305,  that  the  invention  of  spectacles  dates  hack 
twenty  years,  which  would  he  1285.  It  is  now 
known  that  they  were  invented  by  Amati,  of  Flor- 
ence, who  died  in  1317.  He  kept  the  invention 
secret  for  profit  hut  it  was  discovered  by  a monk 
of  Pisa,  Alexander  Spina,  and  made  public  in  1313. 
It  is  not  known  who  discovered  the  use  of  the  con- 
cave lens  for  myopia.  There  is  little  to  indicate  the 
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use  of  any  magnifying  glasses  other  than  spectacles 
for  another  200  years. 

The  first  picture  in  which  spectacles  are  shown 
is  by  Modena  in  the  Church  of  San  Nicola  in  Tre- 
viso and  is  dated  1360.  (Fig.  1).  A portrait  of 


Figure  1.  Portrait  of  Cardinal  Hugues,  by  Modena. 

1360.  The  first  picture  in  which  spectacles  are  shown. 

Pope  Leo  X by  Raphael  was  done  about  1513.  In 
this  picture  the  Pope  is  shown  holding  a hand  mag- 
nifier, evidently  intended  for  examining  a hook 
that  is  open  before  him. 

Some  of  the  illuminated  manuscripts  of  the  15th 
and  16th  century  have  such  minute  detail  that  it  is 
frequently  thought  that  some  such  aid  to  vision 
must  have  been  used.  However,  such  workers 
sometimes  have  unusually  keen  vision.  One  has 
only  to  consider  the  minute  detail  of  the  modern 
well  known  etchings  of  John  Taylor  Arms.  The 
first  illustrated  publication  with  evidence  of  the  use 
of  the  magnifying  glass  appeared  in  1592  at  Frank- 
fort, bearing  the  name  of  George  Haefnagel.  It 
consists  of  a series  of  plates  engraved  on  copper, 
illustrating  common  objects  of  nature  with  excep- 
tional skill  and  detail.  Singer  is  of  the  opinion  that 
some  of  these  reveal  enlarged  detail  not  distin- 
guishable to  the  unaided  eye.  This  is  not  proved. 
They  are  supposed  to  have  been  drawn  by  Haef- 
nagel's  son  Jacob  then  17  years  of  age.  In  1606, 
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Fabio  Colonna,  a botanist,  published  a work  show- 
ing enlarged  details  of  plants  that  undoubtedly 
were  the  result  of  magnification. 

The  first  medical  application  of  the  simple  micro- 
scope, or  single  magnifying  lens  is  found  in  the 
researches  of  Thomas  Mouffet  concerning  scabies 
or  the  itch  mite.  This  work  was  done  in  1589  hut 
was  not  published  until  after  Mouffet’s  death  by 
Mayerne  ( 1634  ).  This  tiny  mite  is  just  within  the 
limits  of  unaided  vision,  the  largest  reaching 
450x350  u.  It  is  frequently  mentioned  by  early 
writers  as  illustrating  the  extreme  complexity  of 
minute  nature  and  as  representing  the  smallest 
possible  living  form,  indivisible  and  a veritable 
“living  atom.”  Mouffet  says  — “This  is  the  small- 
est living  creature  that  is,  which  used  to  breed  in 
cold  cheese  and  wax  and  also  in  man’s  skin.  It  dwells 
so  under  the  skin  that  when  it  makes  its  mines  it 
will  cause  a great  itching,  especially  in  the  hands 
and  other  parts  affected  with  them  and  held  to  the 
fire.  If  you  pull  it  out  with  a needle,  and  lay  it  on 
your  nail,  you  shall  see  it  move  in  the  sun  that  helps 
its  motion.  Crush  it  with  the  other  nail  and  it  will 
crack  with  a noise  and  a watery  venom  cometh 
forth.  It  is  of  a white  color  except  the  head.  If 
you  look  closer  it  is  blackish,  and  from  black  it  is 
something  reddish.  It  is  a wonder  how  so'small  a 
creature  that  creeps  with  no  feet,  as  it  were,  can 
make  such  long  furrows  under  the  skin.” 

Mayerene  added  a preface  which  includes  a 
microscopic  description.  “If  you  take  lenticular 
optic  glasses  of  crystal  you  will  admire  to  see  their 
backs  stiff  with  bristles,  their  legs  rough  with  hair, 
and  between  two  foreyards  there  stands  a hollow 
trunk  to  torture  men,  which  is  a hitter  plague  to 
maids.  — You  shall  see  the  eyes  sticking  forth,  and 
their  horns,  their  bodies  crannied  all  over,  their 
whole  substance  diaphanous,  and  through  that  the 
motion  of  their  hearts  and  blond  as  if  it  floated 
through  Euripus.” 

The  first  published  picture  of  the  Acarus  of 
Scabes  was  by  Hauptman  in  a work  on  baths  in 
1657.  He  discovered  that  certain  natural  baths 
were  helpful.  It  is  probable  that  the  water  con- 
tained sulphur. 

He  says : “These  vermicides,  as  far  as  I could 
make  them  out  clearly  under  the  microscope,  pre- 
sented to  my  eye  a monstrous  form  with  many  long 
tails  sticking  out  behind.  My  unskilled  pen  may 
thus  construct  a rough  form  thereof”.  (Fig.  2). 


Figure  2.  Acarus  scabiei  as  pictured  by  Hauptmau  in 

1657.  ( From  Singer) . 

In  1687  Griendelius  of  Nuremburg  in  a work 
titled  “Micrographia  Nova"  presents  a hideous 
monster  well  calculated  to  disturb  the  most  phleg- 
matic of  patients.  It  was  another  hundred  years 
before  doctors  were  convinced  as  to  the  relation- 
ship of  this  minute  creature  to  scabies. 

We  must  leave  this  interesting  history  of  the 
hand  worm  and  return  to  our  consideration  of  the 
magnifying  lenses  that  made  him  visible. 

Although  the  compound  microscope  with  its  in- 
creased magnification  was  invented  about  1616  they 
gave  so  much  chromatic  and  spherical  aberration 
and  such  an  extremely  small  field  that  many  work- 
ers reverted  to  the  single  lens. 

The  earliest  simple  microscopes  consisted  of  a 
short  tube  of  opaque  material  with  a lens  at  one  end 
and  a flat  glass  plate  on  which  the  object  to  be  ex- 
amined was  placed  at  the  other.  (Fig.  3).  It  was 


Figure  3.  A simple  microscope  as  pictured  by  Kircher 
in  “Ars  Magna  Lucis  et  umbrae”,  1642.  The  insect  to 
be  examined  is  placed  on  the  glass  plate  at  C.  (From 
Clay  and  Court). 

called  a vitrea  pulicaria  because  it  was  used  to 
examine  small  insects.  Later  it  was  known  as  an 
Engyoscope.  By  1663,  well  made  instruments  of 
this  type  were  common  in  Holland. 
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In  1637,  Descartes  in  his  book  “Dioptrique” 
described  a somewhat  elaborate  form  of  simple 
microscope  with  which  the  rays  of  light  were  fo- 
cussed on  the  object  by  a concave  mirror  in  the 
center  of  which  was  an  opening  behind  which  the 
lens  was  placed.  A hundred  years  later  (1738) 
Lieberkuhn  devised  a microscope  employing  this 
principle  — he  used  both  simple  and  compound 
lenses  and  his  microscope  continued  to  be  used  until 
about  1900.  (Fig.  4). 


Figure  4.  Lieberkuhn's  Microscope.  1738.  The  light  is 
focussed  on  the  object  by  a concave  mirror  B in  the 
center  of  which  is  an  opening  behind  which  the  lens  is 
placed.  (From  Carpenter). 

It  was  Anthony  van  Leevwenhoek  who  perfected 
these  instruments.  (Fig.  6).  He  ground  minute 


Figure  6.  One  of  Leevwenhoek’s  “Aquatic”  Micro- 
scopes. The  capillary  circulation  in  the  tail  of  the 
small  live  eel  in  the  test  tube  could  be  studied.  (From 
Carpenter) . 

lenses  of  short  focal  length.  He  never  revealed  his 
method  of  grinding.  He  reached  magnifications  of 
200  and  300  diameters.  He  was  the  first  to  cut  sec- 
tions, using  a razor,  some  of  these  are  still  extant. 
He  succeeded  in  using  transmitted  light  for  trans- 
parent objects.  Infusoria  were  seen  with  ease  and 
by  1683  he  had  seen  bacteria.  His  observations  were 


first  communicated  to  the  Royal  Society  of  London 
in  1673.  In  1798,  Samuel  Hoole  translated  them 
into  English  and  published  them  with  reproduc- 
tions of  the  original  plates.  The  frontispiece  is  a 
portrait  of  Leevwenhoek  (Fig.  5).  Under  it  is 


ANTONY  VAN  I.KKV'VKN  IIOEK . 


Figure  5.  Anthony  von  Leevwenhoek.  (From  Hoole). 

this:  “For  we  cannot  in  any  better  manner  glorify 
the  Lord  and  Creator  of  the  universe,  than  that  in 
all  things,  how  small  soever  they  appear  to  our 
naked  eyes,  which  yet  have  received  the  gift  of  life 
and  power  of  increase,  we  contemplate  the  display 
of  his  Omnificense  and  Perfections  with  the  utmost 
admiration.” 

The  Dutch  motto  on  the  title  page  is  from  Jacob 
Cats  (The  Horace  of  Holland).  “Where  thou  be- 
holdest  the  curious  works  of  nature,  do  not  he  con- 
tent with  merely  gazing  at  their  beauties  but  raise 
thy  thoughts  to  the  contemplation  of  Him  by  whom 
everything  that  is  fair  and  beautiful  was  created.” 
Leevwenhoek  reached  the  high  water  mark  of  the 
simple  microscope.  After  him  most  high  class 
microscopic  work  was  accomplished  with  the  com- 
pound microscope. 

The  early  history  of  the  compound  microscope 
is  intimately  involved  with  that  of  the  telescope. 
The  first  known  writer  to  suggest  the  possibility  of 
using  a system  of  lenses  to  make  a distant  object 
appear  nearer  was  the  English  mathematician 
Leonard  Digges  who  died  in  1571.  In  a work  called 
“Pantometria”  published  after  his  death  by  his  son 
— he  says;  “Marveylouse  are  the  conclusions  that 
may  be  performed  by  glasses  concave  and  convex 
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of  circular  and  parabolical  forms. — By  these  kinds 
of  glasses,  or  rather  by  frames  of  them  placed  in 
due  angles,  ye  may  not  only  set  out  the  proportion 
of  an  whole  region,  you  represent  before  your  eye 
the  lively  image  of  every  towne,  village,  etc.  and 
that  in  a little  or  great  space  or  place  as  ye  will  pre- 
scribe, but  also  agment  and  dilate  any  parcell  there- 
of, so  that  whereas  at  the  first  appearance  an  whole 
towne  shall  present  itself  so  small  and  compact 
together  that  ye  shall  not  discerne  any  difference 
of  streates,  ye  may  by  application  of  glasses  in  due 
proportion  cause  any  particular  house  or  roume 
thereof  to  dilated  and  show  itself  in  as  ample  form 
as  the  whole  towne  first  appeared,  so  that  ye  shall 
discerne  any  trifle  or  read  any  letter  lying  there 
open,  especially  if  the  sonne  beanies  may  come  unto 
it,  as  playnly  as  if  you  were  corporally  present,  al- 
though it  be  distant  from  you  as  far  as  the  eye  can 
discharge.  But  of  these  conclusions  I mind  not 
here  more  to  intreat,  having  at  large  in  a volume 
by  itself  opened  the  miraculous  effects  of  perspec- 
tive glasses".  Unfortunately,  his  further  descrip- 
tion was  never  published. 

In  1588,  G.  Battista  della  Porta  of  Naples  pub- 
lished a work  called  “Magia  Naturalis".  This  was 
a sort  of  hotchpotch  of  the  wonders  of  the  world 
at  that  time.  He  tells  how  "to  make  plain  a letter 
held  far  away  by  means  of  a lens  or  crystal”.  He 
must  have  been  myopic  because  he  says  "concave 
lenses  enable  one  to  see  far  off  more  clearly  while 
convex  ones  make  near  objects  more  discernible. 
If,  however,  you  know  how  to  combine  the  two 
sorts  properly  you  will  see  near  and  far  both  large 
and  clear.” 

A short  time  after  Porta’s  publication  a Dutch- 
man Zacharias  Jannsen  made  a combination  of  two 
lenses  into  a compound  microscope.  Born  at  Mid- 
dleburg,  Holland  about  1580,  he  worked  in  the  shop 
of  his  father  who  was  a spectacle  maker.  When 
only  about  10-12  years  old  be  accidentally  discov- 
ered the  principle  of  the  compound  microscope  by 
placing  two  lenses  together  in  a tube.  (Fig.  7.) 

The  microscope  was  introduced  to  the  scientific 
world  by  Galileo.  In  1610,  he  wrote  in  “Sidereus 
nuncius”  — “About  ten  months  ago  a rumour 
reached  me  of  an  ocular  instrument  made  by  a cer- 
tain Dutch  lens  maker  by  means  of  which  an  object 
could  be  made  to  appear  distinct  and  near  to  one’s 
eye  that  looked  through  it  — and  so  I considered 


tnienlur  o)  the  compound  microscope 

Figure  7.  Zaccharias  Jannsen,  the  inventor  of  the 
Compound  Microscope.  (From  Spencer  Lens  Com- 
pany). 

the  desirability  of  investigating  the  method,  and  I 
reflected  on  the  means  by  which  I might  come  to 
the  invention  of  a similar  instrument.  A little  later 
making  use  of  the  doctrine  of  refraction  I first  pre- 
pared a leaden  tube  at  the  ends  of  which  were 
placed  two  lenses,  each  of  them  flat  on  one  side, 
and  as  to  the  other  side  I fashioned  one  concave 
and  the  other  convex.  Then  moving  the  eye  to  the 
concave  one  I saw  the  objects  fairly  large  and 
nearer,  for  they  appeared  three  times  nearer  and 
nine  times  larger  than  when  they  were  observed  by 
the  naked  eye.  Soon  after  1 made  another  more 
exactly,  representing  objects  more  than  60  times 
larger.  At  length  sparing  no  labor  and  no  expense 
1 got  to  the  point  that  I could  construct  an  excellent 
instrument  so  that  things  seen  through  it  appeared 
almost  a thousand  times  greater  and  more  than 
thirty  fold  nearer  than  if  observed  by  the  naked 
eye.” 

The  “Sibereus  Nuncius”  also  contains  the  first 
rough  figure  of  the  path  of  light  rays  in  a bilenticu- 
lar  system. 

A curious  form  of  compound  microscope  was 
described  by  the  philosopher  Des  Carte  in  1637. 
This  was  an  adaptation  from  the  telescope.  It  con- 
sisted of  an  adjustable  tube  carrying  two  lenses. 
The  eye  piece  was  plano-concave.  The  objective 
was  a double  convex  lens  mounted  in  the  center  of 
a concave  mirror,  which  concentrated  the  rays  on 
the  object.  Light  was  also  concentrated  on  the 
object  by  a second  plano-convex  lens  placed  in  the 
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direct  line  of  light  after  the  manner  of  a modern 
substage  condenser. 

The  earliest  recorded  observation  with  the  com- 
pound microscope  that  has  come  down  to  us  is  by 
Galileo  himself  but  we  get  it  third  band.  In  a work 
dated  1610,  a Scot,  John  Wodderborn  says,  “A 
few  days  back  I heard  the  author  himself  narrate 
to  that  noble  philosopher,  the  most  excellent  Signor 
Cremonius,  various  things  worthy  to  be  known, 
and  among  others  how  he  perfectly  distinguished 
with  his  perspicillum  the  organs  of  motion  and  of 
sense  in  the  smaller  animals  but  especially  in  an 
insect  which  has  each  eye  covered  by  a thick  mem- 
brane, that  is  nevertheless  perforated  with  seven 
holes  like  the  iron  visor  of  a Warrior,  thus  afford- 
ing a passage  to  images  of  visible  things.” 

In  1603,  a group  of  talented  men  associated  to- 
gether under  the  title  of  the  “Academy  of  the 
Lynx.”  They  met  at  the  house  of  the  president  and 
founder,  Federigo  Cesi,  Duke  of  Aquasparta.  This 
was  probably  the  first  scientific  society.  In  addi- 
tion to  Cesi,  the  members  included  Galileo  and 
Porta  (already  mentioned)  Colonna  a botanist, 
Stelluti  a naturalist,  Faber,  physician  to  Pope 
Urban  VIII  and  Fontana,  an  astronomer. 

Federigo  Cesi,  founder  and  President  of  the 
Academy  of  the  Lynx,  is  sometimes  called  the 
father  of  microscopy. 

Johannes  Faber,  the  physician,  in  a work  pub- 
lished in  1628,  after  explaining  that  be  himself  bad 
coined  the  word  microscope  relates  how  Cesi  had 
discovered  the  spores  of  ferns  and  also  mentions 
that  Stelluti  bad  described  the  microscopic  anatomy 
of  the  bee  and  bad  had  copper  engraving  made. 

This  work  of  Stelluti  was  not  published  until  two 
years  later  (1630).  These  pictures  of  the  bee  are 
the  first  published  figures  for  which  the  compound 
microscope  was  used.  The  reason  for  studying  the 
bee  is  explained  by  the  fact  that  on  the  crest  of  their 
patron.  Pope  Urban  VIII,  was  a group  of  bees. 
Stelluti  says  “Prince  Cesi  has  discoursed  of  these 
animals  (bees)  with  the  greatest  erudition,  in- 
genuity and  originality,  condensing  volumes  into 
a single  page.  On  that  account  I also  have  used 
the  microscope  to  examine  bees  and  all  of  their 
parts,  whose  form,  since  they  are  worthy  of  the 
attention  of  all,  I have  rendered.  I have  also  fig- 
ured separately  all  those  members  discovered  by 
me  with  the  aid  of  the  microscope,  to  my  no  less  joy 
than  marvel,  since  they  are  unknown  to  Aristotle 


and  to  every  other  philosopher  and  naturalist.  For 
greater  clearness  moreover  I enumerate,  part  by 
part,  each  of  the  members  as  verified  by  our  Fabio 
Colonna,  a companion  of  the  Lynx,  who  on  my 
suggestion  made  the  same  investigation  on  this 
wonderful  little  animal  with  all  skill  and  diligence. 
That  which  Signor  Fabio  examined  and  inter- 
preted was  then  drawn  by  Signor  Francesco  Fon- 
tana— and  then  I,  on  my  part,  caused  to  be  en- 
graved here  in  Rome,  in  complement  to  our  noble 
Lord,  Pope  Urban  VIII,  three  large  bees,  drawn 
in  such  detailed  form  as  was  revealed  by  the  glasses 
of  that  microscope.  I bad  them  figured  from  three 
aspects,  front,  back  and  side  as  may  be  seen  in  the 
adjoining  page."  (Fig.  8).  These  were  unrivaled 


Figure  8.  Figures  of  bees  by  Francesco  Stelluti  in 
"Persio  Tradotto".  Rome,  1630.  These  are  the  first 
published  figures  made  with  the  compound  microscope. 
(From  Woodruff). 

in  accuracy  of  detail  for  two  generations. 

The  next  figures  published  were  in  1644  by 
Giambattista  Hodierna  who  published  investiga- 
tions of  the  eyes  of  insects.  He  claimed  to  have 
examined  34  species.  Figure  shows  bis  figures  of 


Figure  9.  The  eyes  of  a fly  as  pictured  by  Giambattista 
Plodierna  in  1644.  (From  Singer). 
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the  eye  of  a fly.  His  description  reads  “AB  repre- 
sents the  entire  head  of  the  animal  cut  off  from  the 
rest  of  the  body.  It  may  here  be  seen  that  the  head  is 
all  eyes,  prominent  and  without  lids,  lashes  or  brows. 
It  is  plumed  with  hairs  like  that  of  an  ostrich  and 
has  two  little  pear  shaped  bodies  hanging  from  the 
middle  of  the  forehead.  The  probosis,  which  arises 
from  the  snout,  can  be  extended  freely  and 
stretched  forth  to  suck  up  humors,  and  can  after- 
wards he  directed  hack  through  the  mouth  to  be 
taken  into  the  gullet.  This  instrument  nature  has 
given  the  creature  according  to  its  need,  for  it  is 
without  a neck  and  cannot  stretch  forth  its  head 
to  obtain  its  food,  as  is  also  the  case  of  the  elephant. 
C represents  the  whole  eye  cut  off  from  the  head 
AB,  on  which  can  he  seen  more  than  thirty  thou- 
sand little  figures  (quadretti)  imprinted  on  the 
surface  of  the  red  cornea.  D represents  half  of  an 
eye  cut  from  the  surface  to  the  center,  so  that  the 
disposition  of  the  crystalline  structures  can  he  seen. 
The  crystalline  structures  with  their  bases  on  the 
surface  of  the  cornea,  pass  in  a pyramidal  fashion 
to  end  on  the  little  tunic  of  the  uvea.  This  occupies 
the  center  of  the  eye,  and  in  its  interior  the  cerebral 
substance  is  enclosed.  E is  a white  mulberry  fruit 
which  resembles  the  fly’s  eye  in  its  similar  disposi- 
tion of  facets,  as  does  also  the  strawberry  repre- 
sented at  F.” 

One  of  the  earliest  practical  users  of  the  com- 
pound microscope  was  the  astronomer  Francisco 
Fontans,  of  Naples,  a member  of  the  Academy  of 
the  Lynx.  In  1646,  he  published  a hook  entitled 
“New  Observations  of  the  Things  Of  Heaven  And 
Of  Earth.’’  This  consisted  of  eight  tractates.  Seven 
had  to  do  with  astronomy  while  the  eighth  is  en- 
titled “Of  The  Microscope,  by  means  of  which  the 
most  minute  and  quasi-invisible  things  are  so  en- 
larged that  they  may  be  clearly  and  distinctly  seen.’’ 
In  this  are  observations  on  mites  in  cheese,  the 
structure  of  the  flea,  the  ant,  the  fly  and  other  sub- 
jects including  the  human  body.  For  example:- — ■ 
“On  the  creatures  that  arise  in  powdery  cheese.” 
“The  powder  examined  by  means  of  this  instru- 
ment does  not  present  the  aspect  of  dust  but  teems 
with  animicula.  — It  can  be  seen  that  these  crea- 
tures have  claws  and  talons  and  are  furnished  with 
eyes.  The  whole  surface  of  their  body  is  beautifully 
and  distinctly  colored  in  such  sort  as  I have  never 
before  seen,  and  which  indeed  cannot  he  seen  with- 


out wonder.  They  may  be  seen  to  crawl,  eat  and 
move  and  are  equal  in  apparent  size  to  a man's  nail. 
Moreover  their  hacks  are  all  spiny  and  pricked  out 
with  various  star-like  markings  and  surrounded  by 
a ramport  of  hairs,  all  of  such  marvelous  kind  that 
you  would  say  they  are  a work  of  art  rather  than 
of  nature.” 

In  this  work  he  also  claims  to  have  invented  the 
microscope  in  1618.  This  claim  will  hardly  hear 
critical  examination. 

In  1652  a few  random  microscopic  observations 
were  recorded  by  the  Italian  physician  Penarola  but 
probably  the  first  practical  physician  who  used  a 
microscope  was  the  Frenchman  Pierre  Borel 
( 1620-71 ) . He  possessed  and  used  a microscope  be- 
fore 1649.  His  “Historiarum  et  Observationum 
Medicophysicarum,”  in  1653  is  the  first  medical 
work  involving  the  use  of  the  microscope.  The 
following  quotation  suggests  that  he  had  seen  the 
blood  corpuscles. 

“On  whale  shaped  Insects  in  Human  blood  — 
Animals  of  the  shape  of  whales  or  dolphine  swim 
in  the  human  blood  as  in  a red  ocean.  These  crea- 
tures it  may  he  supposed,  since  they  themselves 
lack  feet,  were  formed  for  the  bodily  use  of  the 
more  perfect  animals  within  which  they  are  them- 
selves contained  and  that  they  should  consume  the 
depraved  elements  of  the  blood.”  In  1656  Borel 
published  100  microscopic  observations  constitut- 
ing the  first  book  devoted  to  microscopy.  “Obser- 
vationum Microscopicarum  Centuria.”  The  Hague, 
1656.  He  observed  and  figured  minute  insects  found 
floating  in  the  air  and  suggested  that  some  of  these 
were  the  cause  of  plague.  He  saw  and  removed 
ingrowing  eyelashes  that  were  invisible  to  the 
naked  eye.  He  gives  the  first  hint  of  the  cellular 
structure  of  tissues.  “The  heart,  kidneys,  testicles, 
liver,  lungs  and  other  parenchymatous  organs  you 
will  find  to  he  full  of  little  structures  (organula) 
and  they  are  like  sieves  by  means  of  which  nature 
arranges  the  various  substances  according  to  the 
shape  of  the  holes.  Passage  is  thus  given  only  to 
atoms  of  a certain  shape.” 

Malpighi  demonstrated  the  capillary  circulation 
of  the  lung  in  1661.  This  completed  Harvey’s 
work  on  the  circulation  of  the  blood.  “I  saw  with 
mine  eye  a truly  great  thing.  It  is  clear  to  the 
senses  that  the  blood  flowed  away  along  tortuous 
vessels  and  was  not  poured  into  spaces  hut  was 
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always  contained  within  tubules,  and  that  its  dis- 
persion is  due  to  the  multiple  winding  of  the 
vessels.” 

The  first  illustration  of  the  use  of  the  microscope 
in  medicine  is  an  illustration  in  the  Acta  Erudi- 
torum  published  in  1686.  This  illustrates  an  ar- 
ticle entitled  ‘‘Description  of  a new  microscope 
made  by  Joseph  Campani  and  its  use.”  It  shows 
the  microscope  being  used  to  examine  an  ulcer  of 
the  leg. 

Another  man  who  published  microscopic  obser- 
vations about  this  time  was  the  German  Jesuit 
Athanasius  Kircher.  He  was  a verbose  writer  and 
displayed  a remarkable  power  of  absorbing  both 
information  and  misinformation.  In  a book  on 
plague  in  1658  he  describes  “worms”  in  the  blood 
of  plague  patients  that  were  probably  rouleaux 
formations  of  red  blood  cells.  On  this  wrong 
premis  he  developed  a theory  of  infection. 

He  published  a description  of  his  microscopes 
and  claimed  to  have  obtained  a magnification  of 
1000X.  He  recorded  a number  of  experiments  of 
which  the  following  is  a typical  example.  “Experi- 
ment II  — If  you  cut  up  a snake  into  small  parts 
and  macerate  it  with  rain  water,  and  then  expose 
it  for  several  days  to  the  sun,  and  again  bury  it 
under  the  earth  for  a whole  day  and  night  and 
lastly  examine  the  parts,  separated  and  softened  by 
putridity,  by  means  of  a microscope,  you  will  find 
that  the  whole  mass  swarms  with  innumerable  little 
multiplying  serpents,  so  that  even  the  sharpest  eyes 
cannot  count  them.”  Apparently  he  saw  bacteria. 
We  must  admire  his  diligence  and  observations 
but  his  conclusions  leave  much  to  be  desired.  Per- 
haps it  is  not  fair  to  criticize  them  in  the  light  of 
present  knowledge. 

Another  Jesuit  priest  named  Gaspar  Schott  was 
also  a popular  writer  on  science.  In  “Magia  Uni- 
versalis,” published  in  1657,  one  chapter  is  entitled 
“Microscopes  and  their  wonderful  power  in  reveal- 
ing the  constitution  of  natural  objects.”  He  de- 
scribes six  types  of  microscopes  and  relates  an 
amusing  incident  — “A  certain  distinguished  and 
learned  gentleman  was  once  traveling  from  Bavaria 
through  lower  Austria  into  the  Tyrol  accompanied 
by  his  secretary.  On  his  journey  having  been  smit- 
ten with  fever  he  was  forced  to  stay  in  a certain 
village  where  he  died.  Before  his  body  was  buried 
the  Mayor  and  elders  examined  the  baggage  of  the 


deceased  and  found  among  other  things  a micro- 
scope of  the  above  size  and  shape  with  a flea  en- 
closed. The  Mayor  was  horrified  and  those  of  the 
bystanders  who  examined  the  microscope  declared 
that  the  dead  man  was  a sorcerer  and  that  he  was 
carrying  a devil  about  with  him  shut  up  in  the  glass 
and  that  therefore  he  was  unworthy  of  burial.  For 
a long  time  the  controversy  raged  until  at  length,  I 
know  not  whether  by  design  or  chance,  the  instru- 
ment having  been  opened  that  which  they  had  taken 
for  a devil  proved  to  be  a bristly  and  hairy  flea.” 
Robert  Hooke  was  the  first  to  realize  the  full 
importance  of  studying  nature  with  instruments 
which  increase  the  power  of  vision  and  to  convinc- 
ingly express  it  in  a remarkable  book  published 
with  the  imprint  of  the  Royal  Society  of  London, 
in  1665.  It  was  entitled- — -“The  Micrographia,  or 
some  physiological  descriptions  of  minute  bodies 
made  by  magnifying  glasses  and  enquiries  there- 
upon.” This  book  is  dedicated  to  the  King  and  this 
dedication  seems  to  me  very  interesting.  “Sir:  I 
do  here  most  humbly  lay  this  small  present  at  your 
majesties’  royal  feet  and  though  it  comes  accom- 
panied with  two  disadvantages,  the  meanness  of 
the  author,  and  of  the  subject;  yet  in  both  I am 
encouraged  by  the  greatness  of  your  mercy  and 
your  knowledge.  By  the  one  I am  taught  that  you 
can  forgive  the  most  presumptious  offender,  and 
by  the  other  that  you  will  not  esteem  the  least  work 
of  nature,  or  art  unworthy  of  your  observation.  I 
presume  to  bring  in  that  which  is  more  proportion- 
able  to  the  smallness  of  my  abilities  and  to  offer 
some  of  the  least  of  all  visible  things  to  that  mighty 
King  that  has  established  an  Empire  over  the  best 
of  all  invisible  things  an  Empire  over  the  best 
men.”  Later  he  says  — “By  the  help  of  the  micro- 
scope there  is  nothing  so  small  as  to  escape  our 
inquiry.  By  this  the  earth  itself  shows  quite  a new 
thing  to  us,  and  in  every  little  particle  of  its  matter 
we  now'  behold  almost  as  great  a variety  of  crea- 
tures as  we  were  able  before  to  reckon  up  in  the 
whole  universe  itself.  It  seems  not  improbable  but 
by  these  helps  the  subtlety  of  the  comparison  of 
bodies,  the  structure  of  their  parts,  the  various  tex- 
tures of  their  matter,  the  instruments  and  manner 
of  their  inward  motions,  and  all  other  possible  ap- 
pearances of  things,  may  come  to  be  more  fully 
discovered.” 
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He  describes  his  microscope  and  pictures  it. 
(Fig.  10).  This  is  the  first  figure  of  a pillar  micro- 


Figure  10.  Robert  Hooke's  Microscope  from  his 
Micrographia”.  1665. 

scope.  He  describes  how  he  made  lenses  by  fusing 
threads  of  drawn  glass  into  small  glass  balls.  He 
cut  sections  and  hit  upon  the  basic  principle  of 
transparent  slides  and  cover  glasses.  He  discusses 
tbe  texture  of  cork  and  for  the  first  time  describes 
“little  boxes  or  cells.”  This  use  of  the  word  cell  is 
responsible  for  its  application  to  the  Protoplasmic 
units  of  modern  biology.  One  of  his  pictures  has 
in  it  something  very  like  a nucleus  but  this  may  be 
accidental.  This  book  bad  an  immense  influence. 
Reproductions  of  its  beautiful  plates  appeared  in 
technical  and  popular  manuals  on  the  microscope 
for  a century  and  a half.  (Fig.  11  ). 


Figure  11.  Robert  Hooke’s  Illustration  of  a Blue  Fly. 

From  “Micrographia".  1665. 

From  this  time  on  magnification  was  established 
as  a fundamental  and  indispensable  aid  in  biological 
research.  Outstanding  among  the  early  micro- 
scopists  are  Malpighi  in  Italy,  Grew  in  England 
and  Swammerdam  in  Holland. 


The  further  developments  of  the  compound 
microscope  was  due  largely  to  English  instrument 
makers.  However  a few  Italians  deserve  mention. 
In  1668  a description  was  published  of  a compound 
microscope  by  Divini.  Cherubin  d’Orleans  pub- 
lished a design  for  a microscope  in  1671.  He  also 
first  invented  a form  of  binocular  microscope  pub- 
lished in  1677.  But  the  next  important  microscope 
after  Hooke’s  was  made  by  Marshall  in  London  in 
1693.  He  had  fine  lenses.  He  introduced  the  fine 
adjustment.  The  condensing  lens  is  on  a jointed 
arm.  (Fig.  12).  This  was  the  first  compound 
microscope  made  for  sale  in  England. 


Figure  12.  John  Marshall’s  Microscope.  The  first  com- 
pound microscope  made  for  sale  in  England.  (From 
Clay  and  Court). 

In  1716,  Hertal  introduced  the  plane  mirror  for 
illumination  of  the  object.  Direct  illumination  only 
had  been  used  before  this  time.  Culpepper,  in  1730, 
suggested  tbe  three  pillar  type  of  stand  in  place  of 
the  single  pillar  of  Hooke  and  Marshall.  He  used  a 
concave  mirror  in  the  optical  axis  of  the  instrument. 
Focussing  was  done  entirely  with  the  draw  tube. 
Benjamin  Martin  made  the  microscope  used  and 
described  by  Professor  Quekett.  In  1771,  George 
Adams  of  London,  published  a book  “Micro- 
graphia Illustrata"  describing  all  types  of  micro- 
scopes then  in  use  and  a new  one  of  his  own  design. 
It  was  the  first  to  have  a triple  nose  piece. 

One  of  the  earliest  books  on  the  microscope  is 
by  Henry  Baker  — “The  Microscope  Made  Easy” 
- in  1746. 

In  this  country  the  microscope  was  first  used  in 
Boston.  Cotton  Mather  had  one  and  in  a sermon  in 
1686  he  tells  about  seeing  animacules  in  ink.  How- 
ever, Edward  Bromfield  seems  to  have  been  the 
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first  New  England  microscopist.  He  made  his  own 
microscopes.  He  did  not  record  his  own  work  but 
he  demonstrated  his  findings  to  the  Rev.  Thomas 
Prince,  Pastor  of  Old  South  Church  who  writes 
about  them  in  the  American  Magazine,  Boston, 
November  30,  1746.  He  here  describes  defecation 
in  the  louse  “Until  we  see  his  fluids  boiling,  his 
muscular  parts  in  convulsions  and  death  ensues 
from  the  collected  sunbeams.” 

130  years  later,  about  1877,  Oliver  Wendell 
Holmes  made  traveling  or  demonstration  micro- 
scopes for  teaching  purposes,  similar  to  Queketts 
at  the  Royal  College  of  Surgeons  but  without  the 
tramway.  This  consisted  essentially  of  a wooden 
box  within  which  a microscope  and  an  oil  burning 
lamp  could  be  fixed  and  was  passed  about  from 
student  to  student. 

From  this  time  onward  the  development  of  the 
microscope  was  largely  a matter  of  improvements 
in  lenses  and  optical  systems.  The  splendid  results 
are  known  to  all  who  use  the  microscope  but  their 
explanation  is  much  beyond  the  writer’s  meager 
knowledge  of  the  science  of  optics. 
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From  The  Measure  of  a Physician's  Greatness 

by  Charles  F.  Gormly. 


DR.  FREDERICK  N.  BROWN,  Editor 

On  May  23,  1942,  Dr.  Frederick  N.  Brown  died 
in  his  eightieth  year.  Born  in  Coventry  on  March 
5,  1863,  he  came  of  sturdy,  self-reliant  Rhode  Is- 
land stock  and  throughout  his  long  life  displayed 
those  qualities  of  physique  and  character  which 
were  the  natural  embodiment  of  such  an  inherit- 
ance. Like  so  many  other  hoys  of  his  age  he  en- 
joyed no  more  than  the  somewhat  meager  advan- 
tages of  the  local  school  and  then  set  out  to  make  his 
way  in  the  world  equipped  with  small  means,  good 
health  and  an  ardent  spirit.  He  came  to  Providence 
as  a young  man  and  for  a time  was  engaged  in  one 
or  another  mercantile  pursuit ; he  worked  as  a clerk 
in  various  stores  and  also  tried  his  hand  as  a sales- 
man of  oil.  But  his  heart  was  not  really  in  the 
world  of  business ; for  business  was  to  him  merely 
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a means  of  accumulating  enough  money  to  enable 
him  to  pursue  his  real  object  which  was  to  become 
a physician.  And  so  he  entered  the  Dartmouth 
Medical  College  from  which  he  was  graduated  in 
1894. 

Although  he  was  already  31  years  old  when  he 
received  his  medical  diploma  and  would  naturally 
desire  to  enter  practice  forthwith,  he  was  still  har- 
assed by  the  lack  of  money  to  do  so  and  therefore 
he  was  once  again  compelled  to  enter  the  field  of 
business.  He  obtained  employment  with  a firm 
which  called  itself  the  Indo-American  Co.  The 
main  office  of  this  firm  was  in  Calcutta  and  to  Cal- 
cutta young  Dr.  Brown  proceeded,  filled,  no  doubt, 
with  the  hope  and  the  expectation  that  in  India  he 
would  find  the  solution  of  his  financial  difficulties. 
But  it  was  not  to  be ; for  after  three  years  of  work 
he  found  himself  worse  of¥  than  ever.  The  Indo- 
American  Co.  was  a failure  and  Dr.  Brown  was 
poorer  in  everything  but  experience,  an  experience, 
however,  which  stood  him  in  good  stead  in  after 
years  and  enabled  him  to  deliver  numerous  inter- 
esting talks  to  various  clubs  and  associations  con- 
cerning the  life,  habits  and  social  customs  of  the 
people  of  India.  Nothing  daunted  by  his  unlucra- 
tive  sojourn  in  the  East,  he  returned  to  America. 

In  1898  he  opened  his  office  in  Providence  at 
1228  Westminster  street  where  he  lived  and  prac- 
ticed medicine  for  the  next  19  years.  In  the  same 
year  he  married  Miss  Mary  Woodhull  Coombs  who 
became  his  constant  companion  in  work  and  play 
and  who  pre-deceased  him  only  one  year  ago. 

In  addition  to  the  demands  of  a considerable 
general  practice  Dr.  Brown  took  upon  himself  the 
responsibilities  of  the  editorship  of  the  Rhode  Is- 
land Medical  Journal,  a task  he  performed  with 
energy  and  distinction  from  1920  until  1936.  Under 
his  guidance,  supplemented  by  the  astute  business 
management  of  Dr.  Skelton,  the  Journal  continued 
and  enhanced  its  reputation  as  a worthy  representa- 
tive of  the  ideals  and  the  scientific  attainments  of 
the  medical  profession  in  this  State.  Dr.  Brown  was 
not  only  a competent  physician  and  a resourceful 
editor  ; he  was  also  one  of  the  first  physicians  to  use 


the  newly  arrived  automobile,  and  it  is  interesting 
to  recall  with  what  pleasure  he  drove  about  in  his 
small  Maxwell  car  which  in  these  days  was  manu- 
factured in  Auburn. 

If  virtue  is  its  own  reward,  then  the  present 
editorial  board  of  the  Rhode  Island  Medical  Jour- 
nal must  feel  the  glow  of  satisfaction  which  comes 
from  the  sense  of  duty  well  performed.  But  when 
Dr.  Brown  was  editor  of  the  Journal  there  was 
something  more  than  this  to  stimulate  the  some- 
times flagging  spirits  of  those  of  us  who  were  as- 
sociated with  him.  We  were  summoned  by  Dr. 
Brown,  with  all  due  solemnity,  to  attend  an  annual 
dinner  in  honor  not  of  Aesculapius  only,  but  of 
ourselves.  The  presiding  genius  of  the  joyful  occa- 
sion was,  of  course,  the  editor  of  the  Journal,  but 
he  was  aided  and  abetted  by  a resourceful  Bacchant 
whose  official  title  was  maitre  d’hotel  of  the  famous 
caravansary  called  the  Biltmore.  And  this  was  no 
ordinary  dinner.  Enriched  by  his  Indian  learning 
Dr.  Brown  called  it  Chotakhana,  — The  Little 
Dinner  of  Don’t  Care.  A scribe  from  the  Provi- 
dence Journal  who  was  allowed  to  play  a modest 
part  in  the  ritual  reported  to  his  readers  the  next 
morning  that  “nearly  all  present  being  medical  men, 
appetites  were  unimpaired  and,  to  aid  in  the  as- 
similation of  the  food,  several  selections  were 
given  between  courses  by  what  began  as  a quartet 
hut  gradually  increased  to  sextet  proportions.” 
There  were  speeches  by  anyone  and  at  times  by 
everyone,  not  to  mention  selections  from  famous 
operettas  such  as  Robin  Hood,  the  Mikado  and 
Pinafore.  Benignantly  directing  the  whole  affair 
was  Dr.  Brown,  who  as  toastmaster,  seemed  to  de- 
rive whole-hearted  pleasure  from  this  assembly  of 
his  associates.  One  should  not  fail  to  note  that  the 
hill  was  paid  by  Dr.  Skelton. 

And  now  that  he  is  gone,  it  is  good  to  remember 
him  as  a straightforward,  loyal,  honorable  gentle- 
man, a physician  of  the  old  school  which  had  faults, 
no  doubt,  but  withal  had  in  abundance  those  virtues 
which  have  made  of  medicine  a noble  and  ennobling 
profession.  To  the  memory  of  Dr.  Brown  the 
Rhode  Island  Medical  Journal  is  honored  to  pay 
its  tribute  of  gratitude  and  respect. 
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RHODE  ISLAND  DOCTORS  IN  SERVICE 

At  the  Annual  Meeting  of  the  Rhode  Island 
Medical  Society  Dr.  Bufifum  read  the  following  list 
of  Rhode  Island  physicians  and  recent  internes  and 
residents  in  the  armed  forces. 

We  are  proud  to  print  this  list. 

This  list  includes  all  Rhode  Island  doctors  whom 

we  know  to  be  in  service  whether  members  of  the 

R.  I.  Medical  Society  or  not. 

Dr.  Richard  E.  Allen  of  Cranston 

Dr.  Michael  Arciero  of  Providence 

Dr.  Robert  R.  Baldridge  of  Providence 

Dr.  E.  Joseph  Bernasconi  of  Providence 

Dr.  Anacleto  Berrillo  of  Providence 

Dr.  Clarence  E.  Bird  of  Providence 

Dr.  Reginald  H.  Boucher  of  North  Providence 

Dr.  Russell  S.  Bray  of  Providence 

Dr.  Abe  A.  Brown  of  Providence 

Dr.  Francis  H.  Chafee  of  Providence 

Dr.  Herbert  W.  Coone  of  Providence 

Dr.  G.  Edward  Crane  of  Providence 

Dr.  Morgan  Cutts  of  Providence 

Dr.  Jeremiah  Dailey  of  Cranston 

Dr.  William  P.  Davis  of  Providence 

Dr.  Palmino  DiPippo  of  Providence 

Dr.  Charles  S.  Doucet  of  Central  Falls 

Dr.  Robert  W.  Drew  of  Warren 

Dr.  Peter  C.  H.  Erinakes  of  West  Warwick 

Dr.  Duncan  H.  Ferguson,  Jr.  of  Pawtucket 

Dr.  Walter  F.  Fitzpatrick,  Jr.  of  Providence 

Dr.  Joseph  C.  Flynn  of  Providence 

Dr.  Charles  H.  Gannon  of  Providence 

Dr.  Philip  Geller  of  Newport 

Dr.  Morris  L.  Grover  of  Providence 

Dr.  Robert  M.  Halbach  of  Jamestown 

Dr.  F.  Charles  Hanson  of  Providence 

Dr.  Waldo  Hoey  of  Providence 

Dr.  John  D.  Hubbard  of  Providence 

Dr.  William  N.  Hughes  of  Providence 

Dr.  Frank  C.  J.  Jadosz  of  Providence 

Dr.  George  A.  Keegan  of  Woonsocket 

Dr.  Joseph  C.  Kent  of  Pawtucket 

Dr.  Francis  D.  Lamb  of  West  Warwick 

Dr.  Frank  B.  Littlefield  of  Providence 

Dr.  J.  Goheen  McWilliams  of  Providence 

Dr.  Herman  Marks  of  Central  Falls 

Dr.  Thomas  A.  Martin  of  Providence 

Dr.  Gordon  E.  Menzies  of  Wickford  & Providence 


Dr.  Cecil  J.  Metcalf  of  Providence 

Dr.  John  A.  Mellone  of  Bristol 

Dr.  Whitman  Merrill  of  Washington 

Dr.  Himon  Miller  of  Providence 

Dr.  James  B.  Moran  of  Wallum  Lake 

Dr.  Ira  C.  Nichols  of  Providence 

Dr.  Louis  A.  Normandin  of  East  Providence 

Dr.  Nathaniel  D.  Robinson  of  Pawtucket 

Dr.  David  Rogell  of  Warren 

Dr.  Harold  Rogell  of  Providence 

Dr.  William  J.  Schwab  of  Providence 

Dr.  Thomas  P.  Sheridan  of  Providence 

Dr.  Bernard  I.  Sherman  of  Providence 

Dr.  Joseph  Smith  of  Providene 

Dr.  Edmond  B.  Sinclair  of  Providence 

Dr.  H.  Frederick  Stephens  of  Providence 

Dr.  Eric  Stone  of  Providence 

Dr.  William  A.  Stoops  of  Newport 

Dr.  Gustaf  Sweet  of  Providence 

Dr.  Francis  E.  Temple  of  Wallum  Lake 

Dr.  Edwin  Vieira  of  East  Providence 

Dr.  Guy  W.  Wells  of  Providence 

Dr.  Lloyd  C.  Wilson  of  Providence 

Former  Residents  and  Internes:  — Not  Practicing 

Dr.  Philip  L.  Dunkle  of  Wallum  Lake  Sanatorium 

Dr.  Paul  L.  Dunstan  of  Howard 

Dr.  Wallace  J.  Pianka  of  Homeopathic  Hospital 

Dr.  Gabriel  C.  Sutch  of  Howard 

Edward  M.  Gunn,  M.D.  of  Rhode  Island  Hospital 

Ernest  Gaillard,  M.D.  of  Rhode  Island  Hospital 

Donald  B.  Larkin,  M.D.  of  Rhode  Island  Hospital 

Charles  F.  Begg,  M.D.  of  Rhode  Island  Hospital 

A.  Henry  Claggett,  M.D.  of  Rhode  Island  Hospital 

Raymond  F.  Higgins,  M.D. 

of  Rhode  Island  Hospital 
Charles  L.  York,  M.D.  of  Rhode  Island  Hospital 
Philip  Spelman,  M.D  .of  Rhode  Island  Hospital 
Hubert  Holdsworth,  M.D. 

of  Rhode  Island  Hospital 
Bruce  W.  Smith,  M.D.  of  Rhode  Island  Hospital 
Herbert  F.  Hager,  M.D.  of  Rhode  Island  Hospital 
Richard  Rice,  M.D.  of  Rhode  Island  Hospital 
Palmer  Congdon,  M.D.  of  Rhode  Island  Hospital 

In  addition  thirty  others  have  signed  up  with  the 
Rhode  Island  Hospital  Army  Unit.  Their  names 
will  be  printed  when  the  Unit  leaves. 
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RHODE  ISLAND  MEDICAL  SOCIETY 

SECRETARY’S  REPORT 
May  21,  1942 

The  Regular  Meetings  of  the  Council  and  House 
of  Delegates  have  been  held  during  the  past  year. 
The  Annual  Meeting  of  the  Society  was  held  at 
Newport,  and,  as  has  become  a custom,  the  Presi- 
dent called  a Midwinter  meeting  of  the  Society  for 
an  evening  scientific  session.  An  additional  evening 
meeting  was  sponsored  by  the  Society  to  hear  Dr. 
Heyl  tell  about  war  experience  in  England. 

During  the  last  eight  months  Dr.  Hussey  and  the 
officers  of  the  Society  have  held  monthly  so-called 
Cabinet  meetings  to  discuss  their  duties  and  to  plan 
the  administration  of  the  Society  in  so  far  as  it 
depends  on  the  officers.  These  meetings  have  been 
of  great  value  and  have  enabled  the  secretary  to 
share  with  the  group  many  problems  which  would 
otherwise  have  been  decided  with  much  less  wis- 
dom. These  meetings  have  shown  how  much  we 
need  an  executive  committee  which  would  meet 
more  frequently  than  the  House  of  Delegates. 

The  present  set  up  of  medical  societies  in  Rhode 
Island  is  unusual.  The  R.  I.  Medical  Society  spends 
the  greater  part  of  its  income  in  maintaining  the 
Library.  The  Providence  Medical  Association  runs 
an  excellent  executive  office  with  a well  organized 
executive  committee  and  a fine  executive  secretary. 
This  latter  organization  can  adequately  handle  the 
many  problems  connected  with  the  State  Govern- 
ment and  Legislature  and  with  public  relations  of 
all  kinds.  It  is  becoming  increasingly  evident  to 
both  societies  that  it  would  be  preferable,  if  it  could 
he  arranged,  to  have  the  State  Society  with  its 
larger  and  broader  membership  control  the  rela- 
tions with  the  State  Government  and  the  public 
through  its  own  executive  office. 

Any  change  of  this  character  will  obviously  have 
to  be  desired  by  both  societies  and  especially  by  the 
Providence  Medical  Association  which  would  he 
voluntarily  resigning  a great  deal  of  power  and 
prestige.  The  executive  committee  of  the  Provi- 
dence Medical  Association  has  invited  the  officers 
of  the  Rhode  Island  Medical  Society  to  meet  with 
them  in  the  fall  to  continue  these  discussions. 

The  proposed  changes  in  the  rules  and  by-laws 
are  an  important  development  of  the  year  but  as 
Dr.  Hammond  will  report  on  these,  they  are  not 
discussed  here. 

At  the  last  meeting  of  the  House  of  Delegates 


the  resignation  of  Dr.  Miller  as  Editor  of  the 
Journal  was  reported.  Since  then  Dr.  Peter  P. 
Chase  has  become  Editor  and  is  attacking  his  prob- 
lems with  great  vigor  and  skill. 

The  membership  of  the  Society  during  the  last 
year  has  increased  from  496  to  561.  This  increase 
has  strengthened  us  enormously  although  from  a 
strictly  financial  point  of  view  it  may  he  more  than 
counter-balanced  by  a loss  in  membership  dues  of 
those  in  military  service. 

The  most  important  function  of  the  Society  dur- 
ing the  year  has  been  its  cooperation  with  the 
Government  Office  of  Procurement  & Assignment 
of  Physicians.  Heretofore  there  has  been  a good 
deal  of  confusion  as  to  how  urgent  the  need  was 
and  as  to  who  should  go.  Now  that  it  is  obvious  that 
the  need  is  great  and  now  that  Colonel  Wells  is 
here  with  information  and  authority  to  answer  all 
questions  the  problems  of  our  members  should  he 
settled  more  readily. 

It  is  impossible  to  he  certain  that  these  figures 
are  correct  hut  the  records  show  that  out  of  our 
membership  27  are  in  active  services  with  the 
armed  forces.  Probably  more  than  50  additional 
men  have  received  their  commissions  and  are  wait- 
ing orders  or  are  expecting  their  commissions  soon. 

The  medical  problems  in  the  communities  at 
home  are  likely  to  he  urgent  and  severe.  It  is  in 
times  like  these  that  our  medical  societies  should  be 
most  useful.  Any  problem  that  is  brought  to  the 
attention  of  the  secretary  will  be  promptly  brought 
to  the  attention  of  the  President  and  officers.  Until 
an  executive  committee  is  established  it  may  he  nec- 
essary to  have  more  frequent  meetings  of  the 
House  of  Delegates. 

The  members  are  urged  to  apply  to  the  Secretary 
for  any  information  of  any  kind  that  it  is  in  his 
power  to  get. 

During  the  past  year  under  Dr.  Hussey’s  direc- 
tion the  affairs  of  the  Society  have  received  a great 
deal  of  attention  and  the  Society  owes  him  a debt 
of  gratitude  for  his  wisdom  and  patience  in  hand- 
ling the  many  problems  that  have  come  up. 

Dr.  Morgan  Cutts,  the  Assistant  Secretary,  is 
now  serving  in  the  Army.  During  the  past  year 
his  suggestions  and  advice  were  very  valuable. 

Thanks  are  due  to  Miss  Dickerman  and  Miss 
Moffitt  for  their  helpfulness.  They  always  find 
time  to  do  one  thing  more. 

Respectfully  submitted. 

Wm.  P.  Buffum,  Secretary 
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THE  RHODE  ISLAND  MEDICAL  SOCIETY 
Officers  and  Committees  for  the  year  1942-43 


First  Vice-President, 

Murray  S.  Danforth,  Providence 
Second  Vice-President , Elihu  S.  Wing,  Providence 

Secretary William  P.  Buffum,  Providence 

Assistant  Secretary  Alfred  L.  Potter,  Providence 

Treasurer Jesse  E.  Mo  wry,  Providence 

Assistant  Treasurer , 

Charles  J.  Ashworth,  Providence 

Auditors 

Robert  T.  Henry,  Pawtucket 
Joseph  W.  Reilly,  Woonsocket 

Committee  on  Legislation,  State  and  National 
William  H.  Foley,  Chairman,  Providence 
Francis  H.  Chafee,  Providence 
Earl  F.  Kelly,  Pawtucket 

The  President  and  Secretary,  ex  officio 

Committee  on  Publication 

Alfred  L.  Potter,  Chairman,  Providence 
John  F.  Kenney,  Pawtucket 
Augustine  W.  Eddy,  Woonsocket 

The  President  and  Secretary,  ex  officio 


Committee  on  Education,  State  and  National 
Jesse  P.  Eddy,  3rd,  Chairman,  Providence 
John  Langdon,  Providence 
G.  Raymond  Fox,  Pawtucket 

The  President  and  Secretary,  ex  officio 

Committee  on  the  Library 

Herbert  G.  Partridge,  Chairman.  Providence 
Samuel  Adelson,  Newport 
Adolph  W.  Eckstein,  Providence 

Committee  on  Necrology 

Edward  T.  Streker,  Chairman,  Providence 
• James  C.  Callahan,  Newport 
John  W.  Helfrich,  Westerly 

Committee  on  Arrangements 

Ralph  L.  DiLeone,  Chairman,  Providence 
Edward  F.  Burke,  Providence 
Kenneth  G.  Burton,  Providence 

The  Treasurer,  ex  officio 

Delegate 

Guy  W.  Wells,  Providence 

Alternate 

William  P.  Buffum,  Providence 
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Reports  presented  to  the  House  of  Delegates 
May  21,  1942 

Preliminary  Report  of  the  Committee  on 

Revision  of  the  Rules  and  By-Laws  of  the 
Rhode  Island  Medical  Society 

This  Committee  was  appointed  a year  ago  at  the 
May  meeting  of  the  House  of  Delegates.  Our  in- 
structions were  to  recommend  such  changes  in  the 
Rules  and  By-Laws  as  would  give  this  document 
more  flexibility,  to  interpret  certain  ambiguities  in 
the  text,  and  to  propose  any  additional  provisions 
which  were  deemed  necessary  to  facilitate  the  busi- 
ness of  the  Rhode  Island  Medical  Society.  The 
urgent  need  was  to  change  the  wording  of  Article 
V,  having  to  do  with  sessions  and  meetings,  so  that 
the  annual  meeting  can  be  held  without  violating 
the  provisions  of  the  Rules  and  By-Laws.  It  was 
necessary  to  disregard  this  covenant  in  arranging 
the  date  of  the  meeting  in  Newport  last  year. 

No  revision  of  the  Rules  and  By-Laws  has  been 
made  since  1915,  except  for  some  minor  amend- 
ments to  five  of  the  Articles,  passed  in  1936.  The 
document  is  in  need  of  changes  to  bring  it  up  to 
date,  in  order  that  the  business  of  this  Society  may 
be  conducted  more  easily  and  efficiently. 

Your  committee  has  devoted  much  time  and 
thought  to  this  revision,  and  has  analyzed  the  Con- 
stitution and  By-Laws  of  most  of  the  state  medical 
Associations  in  the  United  States,  together  with 
that  of  the  American  Medical  Association.  We  have 
formulated  certain  principles  which  we  believe 
should  be  incorporated  in  a revision  of  the  Rules 
and  By-Laws  of  the  Rhode  Island  Medical  So- 
ciety, and  we  herewith  submit  these  recommenda- 
tions to  the  House  of  Delegates  for  deliberation. 
The  completion  of  this  task  may  be  expected  to 
require  an  extension  of  time  from  six  months  to 
one  year  from  this  date. 

Your  committee  presents  the  following  proposals 
and  changes  in  the  Rules  and  By-Laws : 

( 1 ) The  annual  meeting  shall  be  held  at  a time 
and  place  to  be  fixed  by  the  House  of  Dele- 
gates. 

(2)  The  officers  shall  consist  of  a President, 
President-Elect,  Vice  President,  Secretary, 
Assistant  Secretary,  Treasurer,  Assistant 
Treasurer,  the  Councillors  of  the  District 
Societies,  the  Standing  Committees  and  two 
Auditors. 

(3)  The  Council  shall  he  the  Executive  Com- 


mittee of  the  Plouse  of  Delegates.  It  shall 
meet  bimonthly  or  oftener  as  may  be  ne.- 
essary.  The  Council  shall  consist  of  the 
five  most  recent  past  Presidents  of  this  So- 
ciety. the  Officers,  and  the  Councillors  of 
the  District  Societies.  The  Council  shall  act 
as  a Finance  Committee  of  the  House  of 
Delegates,  and  shall  make  recommendations 
to  the  House  of  Delegates  on  all  matters 
affecting  the  business  of  the  Society.  The 
Council  shall  act  as  the  Nominating  Com- 
mittee and  shall  submit  a list  of  officers  and 
Standing  Committees  to  the  House  of  Dele- 
gates. 

(4)  Your  committee  recommends  that  the  pro- 
vision fixing  a limit  of  $10.00  as  the  amount 
of  the  annual  dues  be  changed  so  that  the 
House  of  Delegates  may  have  the  authority 
to  establish  an  equitable  tax  under  condi- 
tions prevailing  at  the  time  of  meeting. 

(5)  It  has  been  necessary  to  insert  new  Sections 
in  certain  of  the  Articles  of  the  Rules  and 
By-Laws,  and  numerous  changes  in  word 
and  phrase  have  been  made.  Provision  has 
been  made  for  the  employment  of  an  Exec- 
utive Secretary  at  a favorable  opportunity 
in  the  future. 

Respectfully  submitted, 

Roland  Hammond,  M.D.,  Chairman 

Report  of  the  Committee  on  the  Library 

The  work  of  the  Library  has  gone  on  as  usual, 
during  the  year,  with  some  increase  in  activity, 
especially  with  respect  to  inquiries  from  the  lay 
public  in  regard  to  medical  matters. 

The  total  number  of  visitors  to  the  Library  was 
1982. 

127  volumes  were  added;  21  by  purchase,  61  by 
gift,  and  45  volumes  which  were  sent  to  the  Rhode 
Island  Medical  Journal  for  review.  Special  atten- 
tion should  he  paid  to  this  fact,  because  in  the  year 
past  the  number  of  books  submitted  has  been 
greater  than  in  any  previous  year,  and  it  is  evident 
that  the  publishers  are  well  impressed  by  the  re- 
views appearing  in  the  Journal. 

Among  the  purchases  worthy  of  note  are  the 
following : 

Bibliotheca  Osleriana,  a work  which  should 
be  in  every  reference  library. 

Geoffrey  St.  Hilaire  — Histoire  generale  et 
particulaire  des  anomalies  de  l’organisation, 
1832-37,  4 volumes.  This  is  also  an  impor- 
tant and  scarce  work. 

Both  these  items  have  been  placed  in  our 
rare  book  section. 
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Gifts  from  the  Fellows  of  the  Society  have  been 
as  follows : 

From  — 

H.  H.  Armington,  M.D.  2 volumes 

Charles  Bradley,  M.D.  1 

Roland  Hammond,  M.D.  1 

(Badianus  Manuscript) 

Michael  E.  Vance,  M.D.  18 

Stephen  A.  Welch,  M.D.  22  “ 

In  addition,  many  journals  and  pamphlets  have 

been  received  from  various  sources. 

104  volumes  of  periodicals  have  been  bound. 

Circulation : 

of  Journals  697 

Books  128 

Interlibrary  requests  to  other  Libra- 
ries and  from  other  Libraries  to  our 
own  1 8. 

Tbe  number  of  books  and  journals  catalogued 
to  date  is  20,169. 

The  number  of  books  in  the  Library  is  32,977. 

We  have  received  during  the  year,  by  subscrip- 
tion and  exchange,  133  Journals.  For  the  past  six 
months,  none  of  the  European  or  Japanese  Period- 
icals have  been  delivered,  but  there  have  been  added 
several  journals  from  Cuba,  and  one  from  Mexico. 

The  Library  has  been  under  the  immediate  super- 
vision of  the  Librarian,  Miss  Grace  Dickerman, 
and  her  Assistant,  Miss  Helen  Moffitt,  and  great 
credit  is  due  them  for  their  cooperation  and  their 
efficiency. 

Respectfully  submitted 

H.  G.  Partridge,  M.D.,  Chairman 

Committee  On  Necrology 

Your  Committee  on  Necrology  herewith  submits 
its  report  of  deaths  of  members  of  this  Society 
which  have  occurred  during  the  past  year : 

J.  Fulgence  Archambault.  M.D.,  West  Warwick. 
Died  June  26,  1941. 

Oliver  F.  Best,  M.D.,  Providence.  Died  August 
3,  1941. 

Charles  S.  Christie,  M.D.,  Attleboro,  Mass.  Died 
December  18,  1941. 

John  T.  Farrell,  M.D.,  West  Warwick.  Died 
October  13,  1941. 

Frank  S.  Hale,  M.D.,  Providence.  Died  Janu- 
ary 12,  1942. 

Henry  J.  Hoye,  M.D.,  Providence.  Died  April 
26,  1942. 

Respectfully  submitted, 

Edward  T.  Streker,  M.D.,  Chairman 
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I beg  leave  to  submit  tbe  following  annual  report 
of  tbe  Board  of  Trustees  of  the  Library  Building 
for  the  period  from  April  30,  1941  to  April  17, 
1942. 

Forty-two  meetings  were  held  in  the  building 
during  this  period.  Repairs  were  made  to  the 
plumbing  and  replacements  in  both  the  men’s  room 
and  the  Janitor’s  apartment.  We  recommend  re- 
pair of  the  wood  around  the  windows  and  the 
painting  of  the  outside  of  the  building. 

Since  the  close  of  the  last  year  on  April  17,  1942, 
the  Board  of  Trustees  of  the  Medical  Building  have 
proffered  the  temporary  use  of  the  Building  to  the 
R.  I.  Recruitment  Board  of  the  Procurement  and 
Assignment  Division  of  the  U.  S.  Army.  This  R.  I . 
Recruitment  Board  is  headed  by  Lt.  Col.  Guy  W. 
Wells  formerly  secretary  of  this  medical  society. 
Conversations  and  negotiations  are  now  going  for- 
ward with  the  various  authorities  involved  to  estab- 
lish this  occupancy  on  a more  stable  basis  for  tbe 
duration  of  the  need  in  this  emergency. 

Signed 

Charles  F.  Gormly,  Chairman 


CLINICAL-PATHOLOGIC  CONFERENCES 
OF  THE  RHODE  ISLAND  HOSPITAL 

Dr.  B.  Earl  Clarke,  Editor 

CASE  RECORDS  AS  USED  IN  THE  BI-WEEKLY 
OPEN  MEETINGS. 

Case  presented  by  Dr.  Jacob  P.  Warren 

F.F.:  White  American  auto-salesman  of  45 
years. 

C.  C.:  Diarrhea  of  18  months  duration. 

F.  H.:  Father  died  at  76  of  a “stroke.”  Mother 
died  at  56  of  a ruptured  appendix.  One  family  of 
cousins  had  tuberculosis  with  whom  patient  dis- 
claims contact. 

P.  H.:  Patient  born  and  always  lived  in  Rhode 
Island.  Rheumatic  fever  at  14;  Iritis  at  14,  16  and 
18  years  of  age;  arthritis  at  20  with  recurrent 
swelling  of  left  knee  and  ankle;  pyelitis  at  21; 
pleuritic  chest  pain  on  several  occasions  10  years 
ago.  No  cough  — no  sputum. 

P.I.:  Eighteen  months  ago  began  to  have  in- 
creasing number  of  bowel  movements  until  one 
month  ago  he  was  having  8 to  10  during  each  day 
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and  night.  On  admission  movements  were  occur- 
ring as  often  as  every  15  minutes,  and  were  black 
and  watery.  He  had  no  iron  therapy  during  this 
time.  For  a few  months  prior  to  admission  the 
diarrhea  was  associated  with  gnawing  epigastric 
pain  and  with  intermittent  low  abdominal  cramps. 
The  diarrhea  was  worse  under  emotional  stress. 

P.  E.:  On  admission  T-101,  P-130,  R-20.  B.  P- 
100/60.  A well  developed  but  very  poorly  nour- 
ished white  male  showing  much  weight  loss. 

Head  and  neck  — Negative. 

Chest  — Emphysematous  contour,  resonant  to 
percussion,  distant  vesicular  breath  sounds 
throughout ; no  rales. 

Heart — Normal  size,  rhythm  regular,  rate  rapid. 
There  was  a 1 + apical  systolic  murmur. 

Abdomen — -Right  half  slightly  distended,  slightlv 
tender  in  both  lower  quadrants.  Firm  “walnut- 
sized”  masses  palpable  to  left  of  umbilicus  and  in 
left  hypochondrium. 

Rectal  — Relaxed  sphincter.  Left  lobe  of  pros- 
tate and  left  seminal  vesicle  slightly  enlarged. 
Black  dry  feces  on  examining  glove. 

Extremities — One-plus  pitting  edema  of  ankles. 
Laboratory  Findings: 

Wasserman — Negative. 

Hgb:  — 7.6  and  9.0  grams. 

RBC  — 3.000,000  to  3,300,000. 

IV BC  — 17.200  to  19,000 ; 89  Polys.  1 1 Lymphs. 

Blood  cultures  — five  — all  sterile. 

Total  protein  — 4.1,  4.0,  3.0. 

Tuberculin  — Negative  1-100,000.  1-10.000. 

Gastric  analysis  — No  free  Hcl. 

Widal  — Two  samples  taken  on  ? same  day  — 
Negative  H and  O. 

Para  B — Negative. 

Para  A — Positive  1/320. 

Feces  — All  positive  for  occult  blood ; not  ex- 
amined for  parasites  and  ova. 

3 cultures  — Negative  for  typhoid-dysentery 
group. 

B.  Pyocyaneus  grown  once.  Hemalytic  coli 
grown  twice,  also  intermediate  colon 
bacilli. 

Urine  — Culture  negative.  Typhoid-dysentery 
concentrates  1013-1027. 

occasional  1 + sugar  and  1 + albumen, 
occasional  hyaline  cast. 

X-rays  — Chest  — “Areas  of  mottled  dullness 
in  apices  of  both  lungs.  Bronchial  tree  is  accen- 


tuated. Findings  consistent  with  tuberculosis  in- 
fection probably  of  long  duration  — whether  qui- 
escent or  not  cannot  he  determined. 

Another  x-ray  of  chest  about  2 weeks  later 
showed  nothing  in  apices  as  previously  reported 
and  an  area  in  left  apex  having  the  appearance  of 
a cavity  with  thick  walls.” 

Two  attempts  to  examine  colon  by  barium  enema 
were  made  from  which  examinations  no  definite 
conclusions  could  he  drawn  by  x-ray  department 
because  patient  was  unable  to  retain  barium. 

Examination  of  stomach  and  duodenum  showed 
no  definite  lesion. 

E.  K.  G.  — showed  no  evidence  of  intrinsic  car- 
diac lesion. 

Course:  Patient  was  in  hospital  23  days  during 
which  time  his  course  was  one  of  rapid  failure. 
Temperature  was  septic  in  nature,  spiking  once 
and  twice  daily  to  102°  and  103°.  Pulse  ranged 
between  1 10-130.  Respiration  around  25.  On  13th 
hospital  day  patient  developed  what  was  described 
as  a phlebitis  of  left  lower  leg.  He  received  two 
blood  transfusions.  A few  days  before  his  death 
he  was  described  as  “extremely  cachectic.”  Death 
occurred  on  23rd  hospital  day. 

X-Ray  Discussion 

Dr.  Batchcldcr : The  chest  films  taken  on  the  16th 
of  January  show  the  mottling  in  the  region  of  both 
apices  which  has  been  described,  together  with 
moderate  accentuation  of  the  lung  markings  on 
both  sides.  The  heart  shadow  was  not  enlarged  in 
particular  reference  to  the  history  of  rheumatic 
fever  which  he  gives,  and  the  sistolic  murmur  which 
is  mentioned.  Supracarcliac  angles  are  clear.  No 
evidence  of  pleurisy  in  the  history. 

The  second  film  of  the  chest  taken  two  weeks 
later  shows  almost  identical  findings.  There  is  a 
suggestion  of  a little  thickening  of  the  right  side 
of  diaphragm.  The  shadow  at  the  apex  is  brought 
out  a little  plainer  with  the  heavier  exposure,  but 
the  shadow  showed  no  change  in  two  weeks’  time. 
G.  I.  examinations  were  unsatisfactory.  The  stom- 
ach films  were  entirely  normal.  The  colon  examina- 
tion was  quite  unsuccessful.  There  was  evidence 
of  barium  in  the  lower  intestine.  A little  stayed  in 
the  descending  and  lower  sigmoid  region.  The 
contour  in  this  section  is  smooth.  There  is  a tend- 
ency to  reasonably  good  postural  indentation.  Bar- 
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ium  by  mouth  was  followed  part  way  in  the  small 
intestine.  There  is  some  in  the  region  of  the  cecum, 
and  later  films  shows  that  the  head  of  the  meal  had 
come  through  the  transverse  colon.  The  cecum  is 
a little  wide. 

I think  that  it  is  particularly  interesting  that 
this,  (pointing  to  the  x-ray  film),  does  suggest 
colitis  of  a non-specific  bacillary  type  in  which  one 
gets  the  parallel  wide  appearance.  Not  too  many 
conclusions  should  be  drawn  from  the  attempted 
colon  examination.  I believe  the  tuberculosis  is 
not  active,  but  an  old  process. 

Discussion  of  Case  by  Dr.  Warren 

The  conditions  which  deserve  mention  in  the  dis- 
cussion of  this  case  are  Spru,  bowel  malignancy, 
bacillary  dysentery,  amebic  dysentery,  ulcerative 
non-specific  colitis  and  tuberculous  enteritis. 

The  possibility  of  Sprue  is  discounted  on  tbe 
absence  of  the  stomatitis  which  is  said  to  be  marked 
in  this  disease  and  on  the  information  that  the 
patient  always  lived  and  worked  in  Rhode  Island. 
The  question  of  bowel  malignancy  cannot  be  abso- 
lutely ruled  out.  However,  18  months  of  diarrhea 
is  rather  long  for  the  usual  bowel  malignancy.  The 
“walnut  sized”  masses  described  as  having  been 
palpated  in  the  left  half  of  the  abdomen  could,  of 
course,  be  bowel  malignancy ; but  there  is  a better 
explanation  for  these  masses,  especially  in  view  of 
the  x-ray  findings  in  the  bowel  which  were  not 
suggestive  of  malignancy.  The  possibility  of  neo- 
plastic disease  of  the  bowel  being  present  in  addi- 
tion to  another  primary  disease  remains. 

The  clinical  picture  is  compatible  with  amebic 
dysentery.  It  may  even  be  assumed  that  the  “thick 
walled  cavity”  in  the  left  lung  apex  might  be  a meta- 
static amebic  abscess.  A single  stool  specimen  was 
sent  to  the  laboratory  for  question  of  presence  of 
amebae.  This  search  wras  not  carried  out.  Without 
any  evidence  at  all  of  the  presence  of  amebae  in 
this  man’s  stools  this  diagnosis  cannot  be  made. 

Bacillary  dysentery  is  not  so  readily  ruled  out. 
The  clinical  picture  is  not  incompatible.  Typhoid 
and  paratyphoid  A and  B do  not  cause  such  lengthy 
clinical  picture.  In  addition  the  Widals  were  nega- 
tive and  no  specific  organisms  were  isolated  from 
the  stools  and  urine  by  repeated  culture.  The  pres- 
ence of  the  positive  Para  A agglutination  in  a 
dilution  of  1/320  is  significant,  but  in  the  face  of 


the  relatively  high  white  count,  relatively  high  pulse 
rate,  absence  of  specific  organisms  in  the  urine  and 
stools  and  no  increase  in  the  titre  it  must  be  as- 
sumed that  the  positive  agglutination  for  Para  A 
was  the  result  of  a previously  acquired  immunity 
either  by  inoculation  or  by  having  had  the  disease. 

Bacillus  Pvocyaneus  and  Hemolytic  coli  are  or- 
ganisms which  may  be  present  in  diarrheas  due  to 
other  causes.  The  single  growth  of  B.  Pyocyaneus 
and  the  recovery  of  Hemolytic  coli  on  twro  occa- 
sions all  thought  to  be  not  significant  etiologically. 
Non-specific  ulcerative  colitis  cannot  be  absolutely 
ruled  out,  but  usually  has  a more  characteristic 
x-ray  picture  and  shows  repeated  remissions  and 
exacerbations  which  are  not  recorded  in  this 
history. 

The  entire  clinical  picture  is  best  explained  by 
tuberculosis.  It  is  reasonable  to  assume  the  pres- 
ence of  rather  extensive  pulmonary  tuberculosis  on 
the  basis  of  the  x-rays.  The  presence  of  the  cavity, 
despite  the  denial  of  cough  and  sputum  in  the  his- 
tory, makes  it  probable  that  the  process  was  active. 
Tuberculous  enteritis  is  a very  common  complica- 
tion of  pulmonary  tuberculosis,  both  when  the 
pulmonary  lesions  are  active  or  after  the  pulmonary 
lesions  may  have  become  quiescent.  The  disease 
most  commonly  attacks  the  ileocecal  region  and 
then  spreads  up  and  down  the  gut.  The  walnut 
sized  masses  described  in  the  record  can  be  tuber- 
culosis mesenteric  adenitis — but  more  likely  these 
masses  were  the  indurated  tuberculous  gut  itself. 
The  clinical  picture  is  typical  for  tuberculous  en- 
teritis. 

The  single  B.  P.  reading  available  is  100/60,  and 
brings  up  the  speculation  of  the  tuberculous  in- 
volvement of  the  adrenal  glands,  despite  the  ab- 
sence of  any  other  recorded  evidence  such  as  mucous 
membrane  pigmentation  and  changes  in  blood  chlo- 
rides. The  negative  tuberculin  skin  tests  in  dilu- 
tions of  1-100,000  and  1-10,000  does  not,  of  course, 
rule  out  tuberculosis  — but  rather  suggests,  in  this 
case,  the  presence  of  an  overwhelming  tuberculous 
infection.  The  three  attacks  of  iritis  during  this 
man’s  childhood  may  also  have  been  tuberculous  — 
that  being  a common  cause  of  repeated  attacks  of 
iritis.  The  manner  of  this  man’s  death  is  not  de- 
scribed in  the  record,  so  that  the  possibility  of  a 
pulmonary  embolus  secondary  to  the  phlebitis  he 
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had,  cannot  be  completely  ruled  out ; nor  can  the 
possibility  of  perforation  of  the  gut  be  completely 
excluded. 

I believe  the  autopsy  will  show  ( 1 ) Pulmonary 
tuberculosis  with  at  least  one  cavity 

(2)  Tuberculous  enteritis 

(3)  Phlebitis  of  left  lower  leg 
Possible  findings 

( 1 ) Tuberculosis  of  adrenals 

(2)  Minimal  mitral  rheumatic  disease. 

Dr.  Clarke:  Any  discussions  of  Dr.  Warren's 
case  ? 

Dr.  Batchelder:  I do  not  like  to  be  too  negative 
in  my  discussion  of  this  case.  I think  the  little 
evidence  we  have  in  the  cecum  is  somewhat  against 
tuberculosis.  With  tuberculosis,  one  would  expect 
the  cecum  to  be  irritable,  and  would  not  contain 
barium  to  the  extent  that  is  present.  If  irritability 
was  due  to  infection,  there  would  he  so  much  irrita- 
bility, that  the  cecum  would  not  be  filled  at  all,  or 
certainly  so  that  we  would  not  get  a satisfactory 
film  of  it. 

Dr.  Harrington:  To  my  mind  tuberculous  en- 
teritis is  not  as  clear  as  something  of  a metastatic 
nature.  There  is  little  suggestion  in  cases  which  are 
not  far  advanced.  Very  seldom  do  we  find  tuber- 
culous enteritis  with  pulmonary  lesions  which  is 
not  productive  of  large  amounts  of  sputum.  The 
picture  of  tuberculous  enteritis  is  frequently  asso- 
ciated with  hypermotility.  G.  I.  exams  do  not  bear 
this  out.  It  is  my  impression  that  the  patient  might 
have  had  a malignancy  of  the  stomach  with  metas- 
tases  to  the  peritoneum,  and  abdominal  wall. 

Dr.  Cook:  No  record  of  proctoscopy? 

Dr.  Warren:  No,  proctoscopy  was  not  done. 


Dr.  Harrington:  Might  I ask  if  there  was  any 
possibility  of  granuloma  in  the  region  of  the  ileum, 
or  any  section  of  the  ileum  ? 

Dr.  Batchelder:  It  is  doubtful.  Another  film 
which  1 did  not  put  up  does  show  a collection  of 
shadows  in  the  terminal  ileum  and  cecum.  It  is 
not  a satisfactory  examination,  hut  it  does  show  a 
normal  diameter  and  position,  and  1 can  fairly  rule 
that  out. 

Dr.  B.  Earl  Clarke:  Postmortem  examination 
of  the  exterior  of  the  body  showed  a bed  sore  on 
the  right  hip,  which  might  have  been  a portal  of 
infection.  The  right  leg  was  swollen.  The  left  iliac 
vein  was  found  to  he  thrombosed. 

There  was  fluid  in  each  pleural  cavity  — 600  c.c. 
on  the  right  and  350  c.c.  on  the  left.  I assume  the 
negative  x-rays  were  taken  early  in  the  course  of 
the  disease  before  this  fluid  was  present.  There 
was  chronic  passive  congestion  of  the  liver  and 
spleen.  In  the  apex  of  the  right  lung  was  a cavity 
with  a dense  fibrous  wall.  Microscopic  sections  of 
this  wall  show  tuberculosis.  There  was  a terminal 
broncho-pneumonia  and  a hemolytic  streptococcus 
was  cultured  from  the  heart’s  blood. 

When  the  abdomen  was  opened  there  was  found 
to  he  a mass  of  adhesions  in  the  left  side  of  the 
pelvis.  These  bound  the  rectum,  sigmoid  colon  and 
bladder  together  and  to  the  parietal  wall.  There 
was  found  to  be  a carcinoma  of  the  sigmoid  with 
perforation  and  much  inflammatory  reaction  in  the 
adjacent  tissues. 

Pathologic  diagnosis: 

Adenocarcinoma  of  the  colon. 

Terminal  septicemia  and  broncho-pneumonia. 
Pulmonary  tuberculosis  (old). 
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COMING  MEETINGS 

The  following  is  the  program  for  the  meeting  of 
the  Rhode  Island  Society  of  Pathologists  at  the 
Memorial  Hospital,  Pawtucket,  R.  I.  on  June  19, 
1942  at  8:30  P.  M. 

(1)  How  A Tumor  Clinic  Should  Function 

John  F.  Kenney,  M.D.  Chief, 

Medical  Division 

(2)  Indications  for  Treatment  With  Radium 

G.  Raymond  Fox,  M.D.  Chief, 

Radium  Division 

(3)  Indications  for  Treatment  With  X-Ray 

Therapy 

Emanuel  W.  Benjamin,  M.D.,  Radiologist 

(4)  Demonstration  of  Photographs  from  the 

Photograph  Department,  and  Path- 
ological Slides  from  the  Patholog- 
ical Department 

Very  truly  yours, 

Louis  Goodman,  M.D.,  Secretary 

INTERNATIONAL  COLLEGE 
OF  SURGEONS 
NATIONAL  ASSEMBLY 

July  15,  16,  17,  and  18,  1942 
Headquarters  and  Meeting  Place  — 
Shirley-Savoy  Hotel 

The  United  States  Assembly  of  the  Interna- 
tional College  of  Surgeons  meets  in  a four-day 
session  in  Denver,  Colorado,  July  15-18.  Head- 
quarters and  main  assembly  will  be  at  the  Shirley- 
Savoy  Hotel. 

THE  FIFTEENTH  GRADUATE 
FORTNIGHT 

OF  THE  NEW  YORK  ACADEMY  OF  MEDICINE 
October  12  to  23,  1942 

Subject:  “Disorders  of  the  Nervous  System” 

THE  AMERICAN  CONGRESS  OF 
PHYSICAL  THERAPY 

Will  hold  its  twenty-first  annual  scientific  and 
clinical  session  September  9,  10,  11  and  12,  1942 
inclusive,  at  the  Hotel  William  Penn,  Pittsburgh, 
Pa. 


PROVIDENCE  MEDICAL  ASSOCIATION 

A regular  meeting  of  the  Providence  Medical 
Association  was  held  on  Monday,  May  4,  1942. 

The  President  reported  the  receipt  of  a commu- 
nication from  Dr.  William  P.  Davis  announcing 
his  resignation  as  treasurer  of  the  Association  in 
view  of  the  fact  that  he  had  been  called  to  active 
service  in  the  Navy,  and  stated  that  he  would  ap- 
point a successor  in  the  immediate  future  in  accord- 
ance with  the  rules  of  the  By-Laws  of  the  Associa- 
tion. 

The  Executive  Secretary  reported  for  the  Exec- 
utive Committee  as  follows : 

That  suggested  standing  orders  for  use  by  nurses 
in  an  emergency  until  physicians  orders  can  be 
secured  were  approved  upon  recommendation  from 
the  Association’s  medical  advisory  committee  to 
the  Providence  District  Nursing  Association. 

That  in  view  of  the  fact  that  the  June  meeting 
of  the  Association  falls  annually  within  the  period 
designated  for  the  annual  meeting  of  the  Rhode 
Island  Medical  Society,  it  was  recommended  that 
the  By-Laws  of  the  Providence  Medical  Associa- 
tion be  amended  to  remove  the  requirement  for  a 
June  meeting  of  the  membership.  In  keeping  with 
this  recommendation  the  Executive  Committee 
would  amend  Section  1 of  Article  V of  the  By- 
Laws  to  read  as  follows : 

“This  Association  shall  convene  on  the  first 
Monday  evening  in  each  month,  from  October  to 
May,  inclusive,  at  such  hour  and  place  as  it  may 
determine.  Every  alteration  of  the  time  and  place 
of  meeting  shall  be  made  by  the  Association  at  least 
one  month  before  the  change  shall  take  effect.” 
That  the  executive  committee  moved  that  the 
full  cooperation  of  the  Providence  Medical  Asso- 
ciation be  extended  to  Dr.  Guy  W.  Wells  and  the 
Procurement  and  Assignment  Committee  of  the 
State  in  their  task  of  recruiting  medical  personnel 
for  military  and  civilian  needs. 

Dr.  Jesse  E.  Mowry  moved  the  acceptance  of  the 
change  in  By-Laws  as  regards  Section  1 of  Article 
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V as  submitted  by  the  Executive  Committee.  The 
motion  was  unanimously  approved. 

The  President  reported  that  the  entertainment 
committee  had  planned  the  annual  golf  tournament 
and  dinner  to  be  held  on  Wednesday,  May  27,  and 
he  urged  support  of  this  phase  of  the  Association’s 
activities. 

Dr.  James  P.  McCaffrey  of  Providence  was 
elected  to  membership. 

The  first  presentation  was  by  Dr.  Clarence  E. 
Bird  who  discussed  “Carcinoma  of  the  Larynx” 
and  presented  a detailed  account  of  his  experiences 
with  five  such  patients  at  the  Rhode  Island  Hos- 
pital during  the  past  three  years.  Two  of  these 
patients  were  presented  on  the  platform.  Dr.  Bird 
stated  that  surgery  is  the  treatment  of  choice  in 
group  I and  II  cases-  radiation  therapy  in  group 
III. 

Dr.  Frank  E.  Adair,  associate  professor,  Clinical 
Surgery,  Cornell  Medical  College,  and  attending 
surgeon  at  Memorial  Hospital,  New  York  City, 
presented  the  second  paper,  titled  “CANCER  OF 
THE  BREAST”.  He  stated  that  surgery  alone 
indicated  when  there  was  no  axillary  involvement. 
When  axillary  metastisis  is  present  radical  opera- 
tion plus  post-operative  x-ray  therapy  is  the  treat- 
ment of  choice. 

This  paper  was  discussed  by  Dr.  Herman  C. 
Pitts,  Dr.  Peter  P.  Chase,  Dr.  Isaac  Gerber,  Dr. 
Edward  S.  Cameron,  and  Dr.  Anthony  Corvese. 

The  scientific  program  was  concluded  with  the 
showing  of  the  film  Enemy  X,  prepared  by  the 
American  Society  for  the  Control  of  Cancer  and 
the  National  Cancer  Institute.  The  film  was  dis- 
cussed briefly  by  Dr.  Herman  C.  Pitts. 

The  meeting  adjourned  at  10  :45  P.  M. 
Attendance:  105 


BOOK  REVIEW 

Synopsis  of  Materia  Medica,  Toxicology  and  Pharma- 
cology for  Students  and  Practitioners  of  Medi- 
cine, by  F.  R.  Davison.  2nd  Edition.  C.  V.  Mosby 
Co.,  St.  Louis,  1942. 

This  book  of  695  pages  in  pocket  size  is  a convenient  and 
concise  reference  text  on  the  subjects  listed  in  its  title. 
Drugs  have  been  arbitrarily  divided  into  those  acting  on 
skin  and  mucosal  surfaces,  central  nervous  system,  peri- 
pheral nervous  system,  muscle  and  kidney,  while  other 
chapters  cover  metals,  biologicals,  miscellaneous  drugs  and 
the  sulfonamids.  Each  drug,  some  of  which  come  under 
more  than  one  chapter,  is  considered  as  to  its  pharmacology, 
pozology,  value  as  therapy,  indications  and  contraindica- 
tions. Representative  prescriptions  are  given  in  many 
cases.  Charts  and  graphs  of  the  action  of  drugs  and  many 
structural  chemical  formulas  are  given.  The  chapter  on 
sulfonamides  is  quite  up  to  date;  more  so  than  any  other 
text  that  is  available. 

This  book  should  be  valuable  for  the  practitioners  as  a 
desk  guide  to  therapy  with  accepted  drugs. 

Russel  O.  Bowman,  Pii.D. 


TRY  PABLUM  ON  YOUR  VACATION 

Vacations  are  too  often  a vacation  from  protec- 
tive foods.  For  optimum  benefits  a vacation  should 
furnish  optimum  nutrition  as  well  as  relaxation,  yet 
actually  this  is  the  time  when  many  persons  go  on 
a spree  of  refined  carbohydrates.  Pablum  is  a food 
that  “goes  good"  on  camping  trips  and  at  the  same 
time  supplies  an  abundance  of  calcium,  phosphorus, 
iron,  and  vitamins  B and  G.  It  can  be  prepared  in 
a minute,  without  cooking,  as  a breakfast  dish  or 
used  as  a flour  to  increase  the  mineral  and  vitamin 
values  of  staple  recipes.  Packed  dry,  Pablum  is 
light  to  carry,  requires  no  refrigeration.  Easy-to- 
fix  Pablum  recipes  and  samples  are  available  to 
physicians  who  request  them  from  Mead  Johnson 
& Company,  Evansville,  Indiana. 
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THE  DAWN  OF  A NEW  DAY 

FOR  THE  DOCTOR  WHO  WANTS  TO  KEEP  PACE  WITH  MODERN  TRENDS  . . who  can  visualize  the 

value  and  attractiveness  of  an  up-to-date,  Hamilton-equipped  office  . . 

Is  your  equipment  up-to-date  . . . good  or  poor  in  patient  impression  value? 

Hamilton's  leadership  and  years  of  experience  in  the  manufacture  of  professional  furniture,  plus  its  wide 
distribution  make  possible  its  long-lasting,  finer  quality  at  such  low  cost. 


Hamilton  is  the  choice  of  progressive  physicians  who  appreciate  surroundings  which  radiate  the  success- 
ful aspects  of  their  profession. 

All  the  doctors  who  now  own  this  Hamilton  scientifically-built  equipment  readily  agree  that  ...  to  be 
without  it  is  really  working  against  one's  own  best  interests,  and  losing  more  than  would  pay  for  modern, 
Hamilton-equipped  treatment  rooms. 

AN  OFFICE  EQUIPPED  WITH  HAMILTON  MARKS 
THE  SUCCESSFUL  AND  PROGRESSIVE  PHYSICIAN. 


Physicians-Surgeons 
Medical  and  Hospital 
Supplies 


SMITH -HOLDElkT 
COMPANY  MM 


Hospital  Beds- Wheel 
Chairs-T  russes-Belts 
Supports-Sick  Room 
Supplies 


624  Broad  Street 


Across  from  St.  Joseph's  Hospital 


PROVIDENCE 
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Doctor— as  Judge 


hilip  Morris  suggests  you  judge  . . . from  the 


evidence  of  your  own  personal  observations  . . . 
the  value  of  Philip  Morris  Cigarettes  to  your  pa- 
tients with  smokers’  cough. 

PUBLISHED  STUDIES*  SHOWED 
3 OUT  OF  EVERY  4 CASES 
CLEARED  COMPLETELY  ON 
CHANGING  TO  PHILIP  MORRIS. 

But  naturally,  no  published  tests,  no  matter  how 
authoritative,  can  be  as  completely  convincing  as 
results  you  will  observe  for  yourself. 


Philip  Morris 


• Laryngoscope , Feb.  1935,  Vol.  XLV,  No.  2,  149-154.  Laryngoscope,  Jan.  1937,  Vol.  XLVU,  No.  1,  58-60 


TO  PHYSICIANS  WHO  SMOKE  A PIPE:  We  suggest  an  unusually 
fine  new  blend — Country  Doctor  Pipe  Mixture.  Made  by  the  same 
process  as  used  in  the  manufacture  of  Philip  Morris  Cigarettes. 


PHILIP  MORRIS  & CO.,  LTD.,  INC 

119  FIFTH  AVENUE,  NEW  YORK,  N.  Y. 
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OH  ANTIQUE  TANKARD  or  modern 
glass  there's  nothing  to  compare  with 
Narragansett's  FINER  FLAVOR  OF 
SEEDLESS  HOPS. 


"TOO  GOOD 
TO  MISS!" 


NARRAGANSETT  BREWING  COMPANY 


CRANSTON,  R.  I. 


Curran  & Burton,  Inc. 

GENERAL  MOTORS  HEATING  EQUIPMENT 

COAL  OIL 

TURKS  HEAD  BUILDING,  P R O V I D E N C E — G A . 8123 


XIV 


RHODE  ISLAND  MEDICAL  JOURNAL 

Owned  by  the  Rhode  Island  Medical  Society  and 
published  monthly  under  the  direction  of  the  Publi- 
cation Committee. 

Set  up  and  printed  by  the  Roger  Williams  Press, 
E.  A.  Johnson  Company,  71  Peck  Street,  Providence. 

Prints  the  Transactions  of  the  Rhode  Island  Med- 
ical Society,  the  constituent  District  Societies,  and 
papers  contributed  by  the  members  of  these  societies. 


Subscription 

Per  Year  $2.00.  Single  copies  25  cents. 
YEARLY  ADVERTISING  RATES 


Times 

Inserted 

1 Page 

Vi  Page 

V\  Page 

V%  Page 

Per  1 
Insert | 
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Per  j 
Insert | 
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Year 

Per 

Insert 
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Insert|  Year 

12 

i 

$18.00  j $216.00 

$10.80  j $129.60 

$7.20 

$86.40 
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$4.80  $57.60 

1 

6 

21.601 

129.60 
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79.20 

8.40 

50.40 

1 

6.00|  36.00 

3 

26.40 

79.20 

1 

15.60J 

46.80 

10.80 

32.40 

1 

8.40  j 25.30 

1 

30.  CO 

18.00 

13.20 

9.60 

Professional  cards  12  mo.  $10 

Address  all  communications  to  the  Rhode  Island 
Medical  Library,  106  Francis  Street,  Providence,  R.  I. 


For  wore  than  7 0 years 
E.  A.  Johnson  Co.  has  been 
supplying  Rhode  Island 
Physicians  with  their. . . 
Printed  Needs. 

LETTERHEADS  AND  ENVELOPES 
PRESCRIPT IDN  BLANKS  - CHARTS 
BILLHEADS  AND  STATEMENTS 

Conveniently  located  at  71  PECK  S FREE! 
corner  of  DYER  in  downtown  PROVIDENCE 


YOU'RE  THE  DOCTOR 
We're  the  Nursing  Home! 
• 

The  Dorcus  Convalescent  Home 
is  now  the 

NILES  NURSING  HOME 

and  is  under  the  management  of  Mrs. 
Edith  C.  Niles  who  is  a niece  of  the  Misses 
Dorcus  and  a graduate  of  Roosevelt 
Hospital. 

^ Efficient,  Experienced,  Friendly 
Management 

► Hospital  Cleanliness 

► Excellent  Food,  supervised  by  Dietitian 

► 24  Hour  Service 

► Flexible,  Reasonable  Rates 

NILES  NURSING  HOME 

INCORPORATED 

32  Blackstone  Eoulevard,  Providence 
PL  4178  — PL  3485 


Many  physicians  are  becoming  increas- 
ingly aware  of  the  value  of  DR.  LOCKE 
SHOES  in  their  practice.  They  are  finding 
them  most  HELPFUL  in  aiding  the  reduc- 
tion of  pain  and  swelling  due  to  functional 
decompensation  of  foot  structure. 

Our  staff  understand  your  problem  and 
will  work  with  you. 


SECOND  FLOOR,  W00LW0RTH  BLDG. 
CAS  P E E 8 7 2 8 


PHYSICIANS  DIRECTORY 
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Eye,  Ear,  Nose  and  Throat 

FRANCIS  L.  BURNS,  M.D. 

Ear,  Nose  and  Throat 

Office  Hours  — 1 : 00-5  : 00  P.  M. 
and  by  appointment 

382  Broad  Street  Providence 

FRANK  W.  DIMMITT,  M.D. 

Eye,  Ear,  Nose  and  Throat 
78  Waterman  Street  Providence,  R.  I. 

Hours:  By  appointment 


JOS.  L.  DOWLING,  M.D. 

Practice  limited  to 
Diseases  of  the  Eye 

57  Jackson  Street  Providence,  R.  I. 

1-4  and  by  appointment 


RAYMOND  F.  HACKING,  M.D. 
Practice  limited  to  diseases  of  the  eye 
105  Waterman  Street  Providence,  R.  I. 


GORDON  J.  McCURDY,  M.D. 

Ear,  Nose  and  Throat 
Bronchoscopy  and  Esophagoscopy 
Hours,  by  appointment 
Phone  DExter  5550 

198  Angell  Street  Providence,  R.  I. 


BENJAMIN  FRANKLIN  TEFFT,  M.D. 
Ear,  Nose  and  Throat 

185  Washington  Street  West  Warwick,  R.  I. 
Hours  by  appointment  Phone  Valley  229-R 


HERMAN  A.  WINKLER,  M.D. 

Ear,  Nose  and  Throat 
224  Thayer  Street,  Providence  R.  I. 
Hours  by  appointment  Call  GAspee  4010 


Cardiology 

CLIFTON  BRIGGS  LEECH,  M.D. 
Practice  limited  to 

Diseases  of  the  Heart  and  Circulatory  System 
Hours  by  appointment 
Phone  GAspee  5171 
Residence,  Warren  1191 
82  Waterman  Street  Providence,  R.  I. 

Dermatology 

WILLIAM  B.  COHEN,  M.D. 

Practice  limited  to 
Dermatology  and  Syphilology 
Hours  2-4  and  by  appointment 
105  Waterman  Street  Providence,  R.  I. 


VINCENT  J.  RYAN,  M.D. 

Practice  limited  to 
Dermatology  and  Syphilology 
Hours  by  appointment  Call  GA  4313 

198  Angell  Street,  Providence,  R.  I. 


CARL  D.  SAWYER,  M.D. 

Practice  limited  to 
Dermatology  and  Syphilology 
Hours  by  appointment 

182  Waterman  Street  Providence,  R.  I. 


MALCOLM  WINKLER,  M.D. 

Practice  limited  to 
Dermatology  and  Syphilology 
Hours  by  appointment  Call  DExter  0105 

105  Waterman  Street,  Providence,  R.  I. 

Genito-Urinary 

VINCENT  J.  ODDO,  M.D. 

Practice  limited  to 
Urology  and  Urological  Surgery 
Hours:  2-4  and  7-8  and 
by  appointment 

322  Broadway  Providence,  R.  I. 

X-Ray 

JACOB  S.  KELLEY,  M.D. 

Practice  limited  to  all  branches  of 
Roentgenology 

Special  attention  given  to  bedside  work 
153  Smith  Street  Providence,  R.  I. 

Hours:  10  to  4 and  by  appointment 
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MEDICAL  OFFICES  FOR  RENT 


Medical  Building,  Providence,  R.  I. 
105  Waterman  St.  — 3-room  suite 
203  Thayer  St.  — 2 rooms 

George  Paul  Slade  GAspee  7730 


Massage 

MISS  RACHEL  LEE  FITZGERALD 

Swedish  Massage 
Corrective  Exercises 

Telephone:  Warren  1015 
Massasoit  Ave.  Barrington,  R.  I. 

Druggist 

J.  E.  BRENNAN  & COMPANY 
Leo  C.  Clark,  Prop. 

APOTHECARIES 

5 North  Union  Street  Pawtucket,  R.  I. 

Sheldon  Building 
5 Registered  Pharmacists 


86c  out  of  each  $1.00  gross  income 
used  for  members  benefit 

PHYSICIANS  CASUALTY  ASSOCIATION 
PHYSICIANS  HEALTH  ASSOCIATION 

HOSPITAL  ACCIDENT 

SICKNESS  Insurance 


For  Ethical  Practitioners  Exclusively 

(57,000  POLICIES  IN  FORCE) 


LIBERAL  HOSPITAL  EXPENSE 
COVERAGE 

For 

$10.00 

per  year 

$5,000.00  accidental  death 

$25.00  weekly  indemnity,  accident  and  sickness 

For 

$32.00 

per  year 

$10,000.00  accidental  death 

$50.00  weekly  indemnity,  accident  and 

sickness 

For 

$64.00 

per  year 

$15,000.00  accidental  death 

$75.00  weekly  indemnity,  accident  and 

sickness 

For 

$96.00 

per  year 

40  years  under  the  same  management 

$2,220,000.00  INVESTED  ASSETS 
$10,750,000.00  PAIDFOR  CLAIMS 

$200,000  deposited  with  State  of  Nebraska 
for  protection  of  our  members 
Disability  need  not  be  incurred  in  line  of  duty  — 
benefits  from  the  beginning  day  of  disability 

Disabilities  occasioned  by  war  are  covered  in  full. 

Send  for  applications,  Doctor,  to 

400  First  National  Bank  Building,  • Omaha,  Nebr. 
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“We  guarantee  our  appliances  to  fit” 

Abdominal  Belts  Trusses,  Corsets 

Sacro  Iliac  Belts  Elastic  Stockings 

Spinal  Braces  Wheel  Chairs 

Hospital  Beds,  Arch  Supports  Etc. 

Male  and  Female  Attendants 
Phone  Dexter  8980 

H.  MAWBY  CO.,  INC. 

Makers  of  Surgical  Appliances 

63  Washington  St.  Providence,  R.  I. 
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Jn  these  critical  times,  it  is  good  to 
know  that  there  will  be  no  shortage 
of  one  essential  food  - pure,  pasteur- 
ized milk.  We  shall  continue  to 
supply  such  milk,  and  a month  or  a 
year  from  now  it  will  be  just  as  good 
- just  as  healthful  and  reliable  - as  it 
is  today  and  has  been  in  the  past. 

As  New  England’s  largest  producer 
of  dairy  products,  we  recognize  our 
responsibility  to  the  Medical  Profes- 
sion no  less  than  our  responsibility  to 
the  public,  and  we  shall  keep  faith. 

H.  P.  HOOD  & SONS 

135  Harris  Aye.  Providence,  R.  I. 


the  Neuritic  Symptoms 
of  Pregnancy  due.  ta  a defccieucy 

Oy  viia+nin  fj\  {tUia*nut&)  ? 


SUCH  common  neuritic  symptoms  of  pregnancy  as  pains  in  arms  and 
legs,  muscle  weakness,  and  (less  frequent  but  more  serious)  paralysis  of 
the  extremities  may  result  from  a shortage  of  antineuritic  vitamins,  recent 
investigations  appear  to  show.  Although  neuronitis  of  pregnancy  has  long 
been  considered  a toxemia,  no  toxins  have  ever  been  identified. 

Clinical  observations  of  Strauss  and  McDonald  lead  to  the  conclusion 
that  the  condition  is  a dietary  deficiency  disorder  similar  to  beriberi,  caused 
r by  lack  of  vitamin  Bi.  They  report  recovery  in  their  cases  receiving  this 
^therapy,  including  dried  brewers’  yeast. 


Hyperemesis  as  Cause  of  Avitaminosis 

Wechsler  observes  that  all  cases  of  polyneuritis  of 
pregnancy  recorded  in  the  literature  were  preceded  by 
long  periods  of  severe  vomiting.  “It  would  seem,”  he 
adds,  “that  because  of  actual  starvation  these  patients 
suffered  from  avitaminosis  and  consequent  neuritis,”  a 
view  likewise  held  by  Hirst,  Luikart,  and  Gustafson. 
Plass  and  Mengert  observe  that  the  practice  of  giving 
high  carbohydrate  feedings  for  hyperemesis  gravidarum 
is  still  more  likely  to  cause  avitaminosis. 

Dried  brewers’  yeast,  as  it  is  far  richer  than  any 
other  food  in  vitamin  Bi  (thiamine),  is  being  used  with 
benefit  both  in  the  prevention  and  treatment  of  poly- 
neuritic symptoms  of  pregnancy.  Lewy  found  that 
additions  of  yeast  to  the  diet  reduced  electric  irritability 
of  the  peripheral  nerves  and  brought  clinical  improve- 
ment. Vorhaus  states  that  he  and  his  associates,  after 
administering  large  amounts  of  vitamin  Bi  (thiamine)  to 
250  patients  having  various  types  of  neuritis,  including 
that  of  pregnancy,  observed  in  about  90%  of  cases 
“varying  degrees  of  improvement,  i.e.,  from  partial  relief 
of  pain  to  complete  disappearance  of  all  symptoms.” 

Need  for  Vitamin  B\  (thiamine) 
in  Lactation 

Evans  and  Burr,  Hartwell,  Sure  and  co-workers,  and 
JMacy  etal  are  among  numerous  authorities  who  find  that 
the  nursing  mother  also  needs  a supplement  of  vitamin 
B,  (thiamine)  from  3 to  5 times  the  normal  requirement. 
It  is  accepted  that  during  pregnancy  and  lactation  the 
requirement  for  vitamin  G (riboflavin)  is  increased. 


Consisting  of  nonviable  yeast,  Mead's  Brewers  Yeast 
Tablets  offer  not  less  than  50  International  vitamin  Bi 
(thiamine)  units  and  50  Sherman  vitamin  G (ribofla- 
vin) units  per  gram  (20  International  units  of  vitamin 
Bi  and  20  Sherman  units  of  vitamin  G per  tablet). 

Supplied  in  bottles  of  250  and  1,000 
tablets,  also  in  6-oz.  bottles  of  powder. 


Please  enclose  professional  card  when  requesting  samples  of  Mead  Johnson  products  to  cr.- operate  in  preventing  their  reaching  unauthorized  persons 

= Mead  Johnson  & Company,  Evansville,  Indiana,  U.  S.  A.  
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• The  strictly  regulated  program  of  the 
Army  helps  to  harden  the  soft,  lackadaisical 
rookie.  But  what  about  the  men  who  remain 
in  civilian  life? 

When  the  deleterious  effect  of  a soft  civil- 
ian life — irregular  hahits,  lack  of  exercise, 
faulty  diet — -leads  to  constipation,  the  use  of 
Petrogalar*  is  frequently  indicated. 

Petrogalar  adds  bland,  unabsorbable  mois- 
ture to  the  stool  to  induce  a soft,  easily 
passed  mass. 

Consider  its  use  for  the  treatment  of  con- 
stipation. Petrogalar  is  pleasant  to  take  and 
economical  to  use. 

FOR  THE  TREATMENT  OF  CONSTIPATION 

Petrogalar 


• Trade  Mark.  Petrogalar  is  an  aqueous  suspension  of  pure  mineral 
oil  each  100  cc.  of  which  contains  65  cc.pure  mineral  oil  suspended 
in  an  aqueous  jelly  containing  agar  and  acacia. 


Petrogalar  Laboratories,  Inc. 


8134  McCormick  Boulevard  • Chicago,  Illinois 
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A high  percentage  of  cures  in  both  male  and  female  patients  has 
been  observed  with  sulfathiazole.  This  drug  is  of  great  value  in 
preventing  complications. 

Adequate  dosage  is  important.  Three  simple  schemes  of  treat- 
ment have  been  followed: 

(a)  1 Gram  four  times  daily  for  five  days 

(b)  1 Gram  four  times  daily  for  the  first  day  and  0.5  Gram  four 

times  daily  for  the  next  eight  days 

(c)  0.5  Gram  four  times  daily  for  ten  days 


Before  the  patient  is  dismissed  cultures  should  be  made  of  urine 
sediments  and  prostatic  secretion  in  men  and  of  exudates  from 
the  cervix  and  the  para-urethral  (Skene's)  glands  in  women. 
Studies  of  smears  are  also  advisable. 


WINTHRQP 


SULFATHIAZOLE 


WIIMTHROP 


CH 


EMICAL  COMPANY,  INC 

Pharmaceuticals  of  merit  for  the  physician 


NEW  YORK,  N.  Y.  • WINDSOR,  ONT. 
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"The  foetus  seen  coiled  in  situ  within  the 
uterus,  at  about  the  seventh  month  of  gesta- 
tion," as  shown  in  "The  Principles  and  Prac- 
tice of  Obstetric  Medicine,"  by  David  D. 

Davis,  a classic  of  1836. 
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STARTING 
FROM  SNUFF 


Since  the  first  recorded  statement  on  stimulation 
of  contractions  of  labor  by  means  of  snuff,  as 
advised  by  Celsus  about  25  A.  D.,  the  oxytocics 
used  have  been  many  and  varied.  The  advent  of 
Pitocin*  in  1928  provided  the  obstetrician  with 
an  oxytocic  of  unusual  scope  and  notable 
advantages. 

Pitocin  consists  of  the  oxytocic  principle  of  the 
posterior  pituitary  gland  with  practically  none  of 
its  pressor  principle.  Therefore,  it  causes  no  ap- 
preciable rise  in  blood  pressure.  A favorite  prep- 
aration for  stimulation  of  the  uterine  musculature 
in  uncomplicated  obstetrics,  Pitocin  has  special 
advantages  in  eclampsia,  hypertension,  and 
nephritis. 

The  purity  of  Pitocin  and  its  exceedingly  low  pro- 
tein content  minimize  the  possibility  of  reactions. 
From  the  angle  of  uniformity,  potency  standard- 
ization — in  every  way  — Pitocin  is  the  No.  1 
pituitary  oxytocic. 

Pitocin  (alpha-hypophamine)  finds  wide  use  for: 
medical  induction  of  labor,  stimulation  of  the 
uterus,  in  properly  selected  cases,  during  labor, 
and  prevention  or  control  of  postpartum 
hemorrhage.  *Trade  Mark  Reg.  U.  S.  Pal.  Off. 


PITOCIN 


A product  of  modern  research  offered  to  the  medical 
profession  by 


PARKE,  DAVIS  & COMPANY  Detroit,  Michigan 


OVER  75  YEARS  OF  SERVICE 
TO  MEDICINE  AND  PHARMACY 
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No  Lack 
in  Biolae! 

WITH  THE  sole  exception  of  vitamin  C,  Biolae  pro- 
vides completely  for  the  formula  needs  of  normal 
infants  throughout  the  entire  bottle  period.  From  the 
time  when  infants  consume  a full  quart  of  formula  per 
day,  here’s  how  certain  essential  food  factors  supplied 
by  Biolae  feedings  compare  with  the  minimal  nutri- 
tional requirements  recognized  by  the  U.  S.  Food  and 
Drug  Administration. 


MINIMAL  BIOLAC 

REQUIREMENTS  FEEDINGS 

PROTEIN  (gms./lb.  body  weight)  • . . 1.4  to  1.8"  . . . 2.2 1 

CALCIUM  (gms./day) 1.0* *  ...  1.0 

IRON  (mgms./lOO  calories) 0.75  . . . 1.25 

VITAMIN  A (U.S.P.  Units/day)  ....  1500.  . . . 2500. 

VITAMIN  Bi  (U.S.P.  Units/day)  ....  83.  . . . 85. 

VITAMIN  B2  (mgms./day) 0.5  ...  2. 

VITAMIN  D (U.S.P.  Units/100  calories)  . 50.  . . . 63. 


*The  Food  & Drug  Administration  has  not  promulgated  minimum  require- 
ments for  protein  and  calcium  in  infancy.  The  values  shown  are  those 
recommended  by  the  National  Nutrition  Conference. 

fWhen  Biolae  formulas  are  fed  in  the  amount  of  2%  11.  oz./lb.  body  weight. 

Biolae  is  prepared  from  whole  milk,  skim  milk,  lactose,  vitamin  B];  concentrate  of  vita- 
mins A and  D from  cod  liver  oil,  and  ferric  citrate.  Evaporated,  homogenized,  sterilized. 


TSoHicn*  BIOLAC 

A BORDEN  PRESCRIPTION  PRODUCT 
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C^N 


N ANTIQUE  TANKARD  or  modern 
glass  there's  nothing  to  compare  with 
Narragansett's  FINER  FLAVOR  OF 
SEEDLESS  HOPS. 


FAMOUS 


lacer&/^C£§ 


nfy  "TOO  GOOD 
TO  MISS!" 


NARRAGANSETT  BREWING  COMPANY 


CRANSTON,  R.  I. 


E.  P.  Anthony,  Inc. 

DRUGGISTS 


ITS  Angell  Street  Providence,  IT.  I. 


Curran  & Burton,  Inc. 
GENERAL  MOTORS  HEATING  EQUIPMENT 

COAL  OIL 

TURKS  HEAD  BUILDING,  P R O V I D E N C E — G A . 8123 
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You're  right!  Something 
for  themselves  . . . and 


these  days  to  give  physicians  more  time 

i f 

infant  feeding  formula  is  helping  to  do  it! 


Take  the  case  of  the  physician  whose  patients  kept  calling  up  to  discuss  "Formula 


Troubles."  He 
deprived  of  breast  milk* 
3935  physicians  who  fed 
89%  of  those 
those  reporting  said  with 


time  by  prescribing  S-M-A  for  normal  infants 
take  our  word  for  it — in  a recent  survey  among 
76%  of  those  reporting  said  S-M-A  saved  time; 
S-M-A  was  easier  for  mothers  to  prepare;  85%  of 
they  observed  freedom  from  digestive  upsets. 


a trade  mark  of  Corporation,  for  its  brand  of  food  especially 

prepared  for  infant  feeding-derived  from  tuberculin-tested  cow‘s  m'lk,  the  fat 
of  which  is  replaced  by  animal  and  vegetable  fats,  including  biologically  tested 
cod  liver  oil;  with  the  addition  of  milk  sugar  and  potassium  chloride;  altogether 
forming  an  antirachitic  food.  When  diluted  according  to  directions,  it  is 
essentially  similar  to  human  milk  in  percentages  of  protein,  fat,  carbohydrate 
and  ash,  in  chemical  constants  of  the  fat  and  physical  properties. 


S.  M.  A.  CORPORATION  • 8100  McCORMICK  BOULEVARD  • CHICAGO,  ILLINOIS 
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When  you  record  the  effectiveness  of 

NICOTINE  CONTROL 

_ less  nicotine  in  the  smoke 

IN  recent  months  we  have  received  a in  cases  where  nicotine  reduction  is  de- 
number of  reports  from  physicians  sirable.  If  so,  we  will  be  pleased  to  add 
who  recommend  Camels  to  their  pa-  your  experiences  to  our  files.  May  we 
tients.  Perhaps  you,  too,  advise  Camels  hear  from  you  from  time  to  time? 


Scientific  facts  indicate  that: 


1.  Slow  burning  produces  less  nicotine  in  the 
smoke  of  cigarettes.* 

2.  Increases  of  as  little  as  25%  in  nicotine  in- 
take produce  profound  physiological  changes.** 

3.  The  smoke  of  slow-burning  Camels  contained 
less  nicotine  than  that  of  the  4 other  largest- 
selling  brands  tested  — less  than  any  of  them  — 
according  to  independent  scientific  tests  of  the 


smoke  itself!  In  the  same  tests,  Camel  burned 
slower  than  any  of  the  4 other  largest-selling 

brands  tested.*'** 

• • • 

*J.A.M.A.,  93:1110— October  12,  1929 
Bruckner,  11. — Die  Biochemie  des  Tabaks,  1936 

**The  Military  Surgeon,  Vol.  89,  No.  1,  p.  S, 

July,  1941 
***ibid.  p.  5 


# SEND  FOR  REPRINT  of  an  important  contribution  to  medical  literature  —"The  Cigarette,  The 
Soldier,  and  The  Physician,”  The  Military  Surgeon,  July,  1941— revealing  many  new  angles  about 
smoking.  Write  Camel  Cigarettes,  Medical  Relations  Division,  1 Pershing  Square,  New  York  City. 


The  Cigarette  of  Costlier  Tobaccos 
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THE  DAWN  OF  A NEW  DAY 

FOR  THE  DOCTOR  WHO  WANTS  TO  KEEP  PACE  WITH  MODERN  TRENDS  . . . who  can  visualize  the 
value  and  attractiveness  of  an  up-to-date,  Hamilton-equipped  office  . . 

Is  your  equipment  up-to-date  . . . good  or  poor  in  patient  impression  value? 

Hamilton's  leadership  and  years  of  experience  in  the  manufacture  of  professional  furniture,  plus  its  wide 
distribution  make  possible  its  long-lasting,  finer  quality  at  such  low  cost. 


Hamilton  is  the  choice  of  progressive  physicians  who  appreciate  surroundings  which  radiate  the  success- 
ful aspects  of  their  profession. 

All  the  doctors  who  now  own  this  Hamilton  scientifically-built  equipment  readily  agree  that  ...  to  be 
without  it  is  really  working  against  one's  own  best  interests,  and  losing  more  than  would  pay  for  modern, 
Hamilton-equipped  treatment  rooms. 

AN  OFFICE  EQUIPPED  WITH  HAMILTON  MARKS 
THE  SUCCESSFUL  AND  PROGRESSIVE  PHYSICIAN. 


Physicians-Surgeons 
Medical  and  Hospital 
Supplies 


SMITH -HOLDEVT 
COMPANY  il 


Hospital  Beds- Wheel 
Chairs-Trusses-Belts 
Supports-Sick  Room 
Supplies 


624  Broad  Street 


Across  from  St.  Joseph's  Hospital  PROVIDENCE 
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WITH  THE  first  microscope  Leeuwenhoek  saw 
objects  magnified  200  to  300  times  life-size.  The 
familiar  microscope  of  medical  school  and  laboratory 
shows  images  that  are,  at  most,  2,000  times  larger  than 
life.  Now  comes  the  electron  microscope  with  direct  mag- 
nifications of  10,000  to  30,000  times  making  possible  clear 
photographic  enlargements  to  200,000  times  life-size. 
There  is  no  fine  background  of  experience  with  the  elec- 
tron microscope,  for  with  it  objects  are  seen  that  are  but 
a fiftieth  the  size  of  the  smallest  heretofore  visible.  But 
the  background  will  be  filled  in  as  new  facts  are  uncov- 
ered to  aid  in  treating  disease.  Just  now  the  electron 
microscope  is  contributing  to  the  art  of  doing  things  well 
in  research. 


of 


% 
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MEDICAL  RATIONING 
Charles  F.  Gormly,  M.D. 
President  Rhode  Island  Medical  Society 


As  your  newly  elected  president  I have  given  con- 
siderable thought  to  the  responsibilities  which  this 
position  entails.  I am  convinced  that  the  most 
pressing  current  problem  confronting  the  medical 
profession  of  Rhode  Island  is  the  impending  short- 
age of  practitioners  to  care  for  the  civil  population. 

I believe  that  the  necessity  for  rationing  medical 
services  is  probably  infinitely  more  important  than 
all  other  types  of  rationing  because  our  medical  re- 
sources are  now  definitely  and  steadily  diminishing, 
with  no  possibility  for  replenishment. 

It  is  now  clear  that  there  will  not  be  a shortage  of 
doctors  in  the  armed  forces  and  it  is  generally  con- 
ceded that  before  this  war  ends  every  physically  and 
professionally  qualified  doctor  under  forty-five 
years  of  age  will  be  in  the  armed  services.  Various 
estimates  of  the  number  required  in  the  near  future, 
that  is,  by  the  end  of  the  year,  have  appeared  but  it 
is  certain  that  at  least  two  hundred  practicing  physi- 
cians from  Rhode  Island  will  be  in  service  by  that 
date.  Definite  quotas  have  been  set  and  machinery 
for  medical  recruitment  is  at  work. 

Man-Power  Chairman,  Paul  V.  McNutt,  in  At- 
lantic City,  June  8th  clearly  stated  the  following 
“An  army  of  9 million  will  take  12  per  cent  of  our 
male  population.  Present  Medical  Corps  ratios  in- 
dicate the  armed  forces  will  require  33  per  cent  of 
all  our  physicians  (including  retired  men) — two- 
thirds  of  all  those  under  the  age  of  45.” 

“For  the  military  services  younger  men  must  go. 
They  must  realize  their  duty  now.  The  armed 
forces  need  thousands  of  young  doctors  imme- 
diately— to  be  exact,  5,000  by  July  1,  20,000  during 
the  next  7 months.” 


This  is  a young  man’s  war  beyond  any  question. 
Young  doctors  definitely  make  the  best  medical  offi- 
cers. For  this  reason  the  most  important  factor  in 
availability  for  armed  service  is  age.  The  critical 
age  level  is  set  at  45,  granting  always  that  the  doctor 
is  a graduate  of  a class  A school  and  physically  fit. 

Hence,  when  we  begin  to  ration  our  available 
medical  resources  we  start  with  doctors  who  have 
passed  their  46th  birthday,  those  under  45  who  are 
physically  unfit,  women  physicians,  graduates  of 
the  substandard  schools  and  alien  doctors.  There 
may  be  a rare  instance  of  a doctor  under  45  being 
absolutely  essential  to  his  community.  Certain  other 
doctors  are  essential  such  as  full-time  industrial 
surgeons  in  war  industries  and  possibly  an  odd  doc- 
tor essential  to  the  administration  and  operation  of 
a hospital. 

Many  men  may  not  be  available  at  this  time  who 
later  can  be  listed  as  available.  Dependency  appar- 
ently does  not  enter  into  the  question  of  availability. 
This  question  of  availability  is  part  of  the  function 
of  the  Procurement  and  Assignment  Service.  This 
service  does  not  determine  a man’s  draft  classifica- 
tion. This  is  done  only  by  his  local  draft  board. 
Tbe  same  rule  applies  whether  he  be  plumber,  clerk, 
or  physician.  This  Procurement  and  Assignment 
Service  may  be  called  upon  for  advice  by  selective 
■ service  boards  and  particularly  as  to  essentiality  but 
classification  always  remains  with  the  local  selective 
service  board. 

The  total  number  of  licensed  doctors  of  medicine  in 
Rhode  Island  is  about  975.  However,  many  of  these 
do  not  reside  in  Rhode  Island  and  this  figure  as  sup- 
plied by  the  Division  of  Examiners  of  the  Depart- 
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meat  of  Health  does  not  In  any  way  give  a picture 
of  the  number  in  practice,  as  we  do  not  have  a yearly 
renewal  of  license  and  the  department  has  no  accur- 
ate knowledge  of  those  who  relinquish  practice  by 
retirement,  disability  or  death.  The  figure  of  961  as 
supplied  by  the  American  Medical  Association  di- 
rectory of  1940  is  probably  a much  better  estimate 
but  includes  certain  migratory  names  such  as  hos- 
pital interns  and  residents. 

My  own  best  guess  is  that  there  would  normally 
be  about  800  doctors  of  medicine  practicing  in 
Rhode  Island.  Therefore  with  a minimum  of  200 
in  service  it  can  be  definitely  stated  that  a deficit  of 
25%  will  exist  by  January  1,  1943.  There  will  be  no 
increase  to  speak  of  from  new  practitioners  leaving 
interneships  except  an  occasional  woman  or  physi- 
cally unfit  man. 

How  then  are  we  going  to  ration  our  available 
medical  service  so  that  no  sick  person  shall  go  un- 
attended ? Rhode  Island  has  long  been  accustomed 
to  medical  services,  both  paid  and  free,  generous  in 
quantity  and  high  in  quality. 

The  hospitals  offer  no  solution  of  our  problem. 
Bed  occupancy  is  practically  total  at  this  moment. 
Admissions  have  increased  14.95  per  cent  in  1941 
compared  to  1940  (according  to  the  census  of  the 
Hospital  Council  on  Medical  Education  and  Hos- 
pitals of  the  American  Medical  Association). 

Where  will  hospitals  get  the  medical,  nursing  and 
technical  staff  to  care  for  more  patients  when  it  is  so 
difficult  to  meet  current  needs.  Already  our  hos- 
pitals are  drastically  rationed  as  to  visiting  and  in- 
terne staffs.  Our  local  solution  can  in  no  way  be 
solved  by  sending  more  of  the  sick  to  hospitals. 

I find  no  easy  solution  of  this  problem  and  believe 
it  will  try  the  energies  and  capacities  of  the  older 
doctors  to  their  utmost.  Retired  and  semi-retired 
doctors,  if  able,  will  need  to  re-enter  practice.  Spe- 
cialists, and  those  who  limit  their  practice,  must 
widen  their  services.  Many  general  practitioners 
will  need  to  limit  their  office  hours  to  permit  more 
house  calls  and  older  members  of  the  profession 
will  need  to  increase  their  hours  of  practice.  Al- 
though I present  these  many  difficulties  we  know 
that  our  profession  will  not  fail  in  this  emergency 
and  that  our  usual  high  quality  of  service  will  be 
maintained. 


THE  PRACTITIONER  AND  THE 
ALLERGY  PROBLEM 

With  Special  Reference  to  Respiratory  Allergy 

Robert  A.  Cooke,  M.D. 

The  incidence  of  allergy  has  never  been  accu- 
rately determined,  but  if  one  takes  an  average  of  the 
various  figures  obtained  from  the  most  reliable 
sources  I think  we  may  safely  say  that  “significant” 
allergy,  that  is,  clinical  allergy  causing  sufficient  dis- 
ability to  require  medical  care  at  one  time  or  an- 
other, occurs  in  from  7 to  10  per  cent  of  the  general 
population. 

Allergy  was  not  dignified  with  a place  in  the 
International  Classification  of  Causes  of  Disease 
of  1917.  During  World  War  I — I cite  Warren 
Vaughan’s  figures  culled  from  Vol.  15  of  the  sta- 
tistical report  of  the  Army  Medical  Department — 
only  2 per  1000  were  rated  asthmatic,  but  15  years 
later  the  figure  had  risen  to  12  per  1000  among 
veterans  receiving  compensation,  and  17  years  after 
the  war  the  Government  was  paying  nearly  $5,000,- 
000  annual  compensation  on  account  of  asthma 
alone,  and  this  in  spite  of  the  fact  that  the  Draft 
Boards  had  previously  rejected  asthma  with  bron- 
chitis and  emphysema  at  the  rate  of  2.45  per  1000. 

In  the  present  war,  in  spite  of  the  fact  that  “sig- 
nificant” allergies  are  supposed  to  be  grounds  for 
rejection,  the  word  that  comes  to  us  from  medical 
friends  in  service  indicates  that  the  mistakes  of 
the  last  war  are  being  repeated.  While  those  in  the 
Army  Medical  Corps  trained  in  allergy  find  use 
for  their  experience  in  various  hospitals,  it  is  true 
that  allergy  is  a problem  not  yet  adequately  handled, 
for  men  are  inducted  that  should  be  refused,  others 
are  discharged  that  might  easily  be  retained  and 
uniformity  of  management  on  the  part  of  the  Se- 
lective Service  Boards  and  in  the  various  hospitals 
of  the  Army  does  not  yet  obtain.  What  is  true  in 
the  Army  is  also  true  in  industry,  where  significant 
allergy  is  a frequent  and  compensible  disease,  and 
rulings  of  Compensation  Boards  today  lack  uni- 
formity and  in  many  instances  are  unfair  both  to 
employer  and  employee. 

If  this  is  true,  and  facts  bear  me  out  that  allergy 

Read  before  The  Rhode  Island  Medical  Society  June  3, 
1942.  From  the  Department  of  Allergy,  Roosevelt  Hospital, 
New  York  City. 
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is  a real  problem  in  the  Armed  Forces  and  in  indus- 
try, how  much  more  is  it  true  on  the  home  front, 
where  all  of  you  practitioners  of  medicine  are  see- 
ing these  cases  in  presumably  the  earliest  stages  at  a 
time  when  diagnosis  and  proper  management  means 
so  much  in  preventing  minor  evidences  from  be- 
coming major  afflictions. 

Allergy  is  a term  that  is  more  easily  described 
than  defined  and  frankly  one  on  which  there  is  not 
entire  unanimity  of  opinion.  The  word  does  not 
describe  a single  histological,  immunological  or 
clinical  entity.  By  it  we  mean  to  convey  the  basic 
concept  of  tissue  sensitization,  for  all  reactions  are 
cellular,  that  is,  are  mediated  by  an  antibody  mech- 
anism which  binding  antigen  to  cell  results  in  evi- 
dences of  disease  that  are  not  normal  or  usual  for 
the  antigen  or  the  cell.  For  example,  the  egg- 
sensitive  child  or  the  pollen-sensitive  man  give 
reactions  to  these  antigens  that  have  nothing  to  do 
with  either  egg  or  pollen  and  cannot  be  duplicated 
on  a normal  subject.  It  is  the  sensitization  factor 
that  determines  the  abnormal  character  of  the  re- 
action. So  is  it  with  the  cases  of  bacterial  allergy 
in  which  the  clinical  expression  may  he  hyperplastic 
sinusitis,  asthma,  urticaria,  angioedema,  or  derma- 
titis, for  all  of  these  are  frequently  due  to  infection, 
or  rather  to  a sensitization  to  the  bacteria  or  their 
products.  Certainly  such  clinical  conditions  are 
not  the  usual  result  of  chronic  or  acute  invasion  by 
any  of  the  ordinary  pathogens,  yet  we  see  patients 
in  whom  the  injections  of  minimal  doses  of  an 
autogenous  pneumococcus  vaccine,  for  example, 
will  induce  an  attack  of  asthma — the  symtomatic 
reaction — and  I recall  a patient  with  chronic  urti- 
caria for  several  years’  duration  relieved  almost 
overnight  by  the  incision  and  drainage  of  a chronic 
perineal  abscess  from  which  Staphylococcus  and 
B.  coli  communis  were  recovered. 

In  a certain  type  of  allergy,  as  for  instance  in  a 
case  of  hay  fever,  the  introduction  into  the  skin  of 
the  proper  antigen,  or  allergen  if  you  will,  produces 
promptly  an  active  urticarial  wheal  or  local  re- 
action, and  a too  large  dose  induces,  within  a rela- 
tively few  minutes,  hay  fever  with  general  urticaria 
and  perhaps  asthma — the  constitutional  or  sympto- 
matic reaction.  In  such  cases  the  antibody  medi- 
ating the  reaction  is  found  in  the  patients’  blood 
serum  and  sensitization  may  he  transferred  to  a 


nonallergic  subject  by  the  injection  of  serum.  If  a 
small  amount  of  such  serum  is  injected  intrader- 
mally,  that  site  becomes  sensitized.  If  a transfusion 
is  done  with  such  blood,  a general  hut  temporary 
sensitization  results.  These  cases  positively  re- 
acting to  the  skin  test  form  only  a part,  hut  a fairly 
important  part,  of  the  sum  total  of  allergies,  and 
constitute  a sub-division  of  allergy  called  atopy. 
They  are  characterized  by  the  promptness  of  the 
clinical,  as  well  as  the  local,  reaction  of  hyperemia 
and  edema,  and  it  is  striking  that  the  reactions  are 
fundamentally  identical  whether  the  allergen  be  in- 
haled as  pollen  or  animal  dander  or  various  dusts, 
or  whether  it  be  ingested  as  food  or  drug.  In  other 
words,  the  type  of  reaction  is  determined  by  the 
sensitization  factor,  not  by  the  different  antigens. 

But  there  are  many  other  allergies  not  susceptible 
to  diagnosis  by  skin  test  and  they  constitute  the 
most  interesting  as  well  as  the  most  puzzling  of 
types.  Here  the  antigens  may  be  foods,  drugs,  bac- 
terial products  or,  rarely,  airborne  substances.  As 
an  example,  let  me  cite  a not  uncommon  case  from 
our  clinic.  The  patient,  male,  35  years  old,  had 
asthma  and  hay  fever,  hut  in  addition  he  had  sym- 
toms  one  might  properly  call  mucus  colitis.  By  the 
method  of  trial  and  error  it  was  found  that  the 
avoidance  of  milk  cleared  up  his  intestinal  symp- 
toms entirely  and  his  asthma  partially.  Feeding 
milk  induced  the  symptoms,  for  6 hours  after  its 
ingestion  there  followed  abdominal  discomfort, 
nausea,  some  asthma  and  then  a number  of  loose 
nurus  stools.  His  skin  test  with  milk  was  nega- 
tive. And  why  ? Because  he  really  was  not  sen- 
sitive to  milk  as  such  hut  to  some  split  product 
of  milk  elaborated  within  the  body  after  the  lapse 
of  6 hours,  when  the  symptoms  began.  This  is  a 
typical  example  of  what  I have  chosen  to  call  the 
“delayed”  allergy.  It  is  an  allergy,  hut  the  patient 
is  not  skin-sensitive  to  the  food  that  produces  symp- 
toms. The  mechanism  of  this  type  of  allergy  is  not 
entirely  clear.  Though  we  have  some  ideas  on  the 
subject  I will  not  discuss  them  now;  the  point  I 
wish  to  emphasize  is  that  skin  testing  does  not 
afford  the  answer  to  all  allergies  but  only  to  a cer- 
tain type  of  allergy  called  atopy.  Other  allergies 
that  are  not  atopies  are  the  infective  or  bacterial 
allergies.  In  them  skin  tests  prove  nothing.  Th°ir 
clinical  evidences  may  he  the  same  hut  their  diag- 
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nosis  is  not,  and  the  allergist  of  today  does  not  con- 
sider himself  a technician  in  skin  testing  but  an 
interinst  or  practitioner  trained  in  all  the  methods 
of  diagnosis  and  treatment  in  a field  in  which  he 
happens  to  have  a special  interest. 

The  methods  however  are  not  intricate  or  in- 
volved and  may  readily  he  applied  by  the  general 
practitioner  to  good  effect,  particularly  if  he  di- 
vests himself  of  the  idea  that  skin  testing  is  all 
there  is  to  allergy.  Frankly  I would  rather  give  up 
skin  tests  than  I would  do  away  with  a careful  his- 
tory, a complete  physical  examination  and  the  usual 
laboratory  information. 

Of  all  the  diseases  of  allergy  we  are  called  upon 
to  deal  with,  none  is  more  common  and  none 
fraught  with  greater  potentialities  of  ultimately 
serious  and  prolonged  disability  than  those  in- 
volving the  respiratory  tract,  and  so  I shall  deal 
with  them  as  the  main  topic  of  my  presentation. 

Beginning  as  they  so  frequently  do  with  mani- 
festations of  sensitization  in  infancy  and  early 
childhood,  I want  to  draw  for  you  a picture  of  the 
life  cycle,  if  we  may  term  it  such,  of  respiratory 
allergy.  This  was  a patient  60  years  of  age.  His 
father  had  asthma,  one  sister  has  asthma  and  an- 
other has  seasonal  hay  fever.  In  infancy  our 
patient  was  acutely  sensitive  to  egg.  At  7 he  de- 
veloped coryza  and  asthma  from  all  animal  contacts 
and  had  frequent  upper  and  lower  respiratory  in- 
fections. At  20  marked  nasal  obstruction  was 
caused  by  hypertrophied  turbinates  and  he  began 
to  have  asthma  with  acute  respiratory  infections. 
At  40  he  was  still  having  asthma  from  animal  con- 
tacts and  showed  evidences  of  chronic  sinusitis  re- 
quiring frequent  antral  irrigations  and  occasional 
removal  of  polypi.  At  50  the  asthma  was  mild  but 
continuous  and  steadily  increasing.  At  57  he  was 
completely  incapacitated  and  at  60  he  was  hospital- 
ized with  status  astlnnaticus,  and  he  died  4 years 
later  from  asthma,  pulmonary  fibrosis,  emphysema 
and  cor  pulmonali.  This  is  a brief  sketch  of  a typi- 
cal, not  an  isolated,  example  of  a combined  atopic 
and  infective  allergy  that  received  symptomatic 
treatment  only  throughout  life. 

Let  us  now  proceed  to  consider  certain  aspects 
in  greater  detail.  Given  an  allergic  family  back- 
ground, the  respiratory  allergies  may  start  in  in- 
fancy, in  childhood  or  in  early  adult  life.  Such 


sensitizations  frequently  involve  the  upper  respira- 
tory tract  first,  perhaps  as  a seasonal  pollen  reaction 
or  as  perennial  allergy  to  airborne  and  environ- 
mental dusts,  as  animal  danders,  cosmetics,  pyreth- 
rum  powder  and  even  house  dust  itself.  Usually 
the  sensitizations  are  multiple,  that  is,  from  several 
up  to  many  different  allergens,  and  while  one,  such 
as  ragweed  pollen  or  the  family  dog,  may  dominate 
the  clinical  picture  as  a cause,  the  rest  may  he  minor 
factors  contributing  to  persistent  hut  mild  symp- 
toms. 

These  patients  as  a rule  are  subject  to  frequent 
winter  colds,  perhaps  merely  head  colds  at  first,  but 
always  with  a tendency  to  bronchial  infections 
which  eventually  develop  into  typical  asthma  at- 
tacks, often  termed  asthmatic  bronchitis,  stressing 
the  bronchitis  rather  than  the  asthma,  which  runs 
its  short  course  with  eventual  recovery.  Too  often 
the  family  physician  fails  to  grasp  the  significance 
of  these  early  mild,  short  and  recurring  infections 
in  the  allergic  or  the  hereditary  predisposed  allergic 
child.  The  fact  is  that  these  early  cases  treated  on 
a purely  symptomatic  basis  are  laying  the  founda- 
tions for  further  difficulty  at  an  age  when  illness  in- 
terferes more  importantly  with  education,  with 
physical  development  and  later  with  a career.  The 
recurring  infections  of  childhood,  involving  the 
upper  respiratory  tract,  are  undoubted  factors  in 
the  development  of  chronic  sinus  infections  which 
may  he  significant  factors  in  illnesses  of  the  second 
and  third  decades  hut  may  not  be  active  until  even 
the  fourth  or  fifth  decade  of  life  has  been  reached. 

The  cases  of  the  age  group  I have  been  discussing 
belong  generally  in  the  atopic — the  skin-sensitive 
group — hut  let  us  go  back  for  a moment  to  the  al- 
lergically predisposed  infants,  in  whom  infection 
is  by  all  odds  a more  important  cause  of  respiratory 
disease  than  inhalant  or  food  allergies.  Babies  w'ith 
recurring  head  colds  and  bronchitis  in  allergic 
families  should  he  regarded  as  potential  asthmatics, 
particularly  if  they  have  had  even  the  mildest  evi- 
dence of  infantile  eczema  or  food  sensitiveness. 
There  is  no  doubt  hut  that  infection  in  the  allergi- 
cally disposed  infant  and  child  is  of  the  utmost  im- 
portance in  two  ways.  With  recurring  infection  a 
bacterial  allergy  may  be  set  up  or  acute  infections 
in  some  way  not  yet  understood  stimulate  the  de- 
velopment of  sensitization  of  the  atopic  type.  The 
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object  of  stressing  this  point  is  to  combat  the  com- 
mon idea  that  infants  and  children  tend  to  outgrow 
the  early  appearing  asthma  or  vasomotor  rhinitis. 
Occasionally  they  do,  or  more  likely  only  appear  to 
do  so,  but  my  experience  and  statistics  would  indi- 
cate that  not  more  than  5 per  cent  are  so  fortunate. 
The  time  to  attack  the  problem,  for  it  is  a problem, 
is  before  rather  than  after  the  asthmatic  attacks 
begin.  Children  of  allergic  parents,  or  those  with 
an  infantile  food  sensitization  or  eczema  regardless 
of  familial  history,  who  are  subject  to  recurring 
upper  or  lower  respiratory  infections,  such  chil- 
dren I say  should  be  given  prompt  consideration  as 
allergy  suspects,  for  there  are  corrective  measures. 
Once  an  allergic  always  an  allergic,  or  once  an 
asthmatic  always  an  asthmatic,  are  words  in  which 
there  is  much  truth  and  much  sorrow,  but  encour- 
agement lies  in  the  fact  that  the  natural  course  may 
be  interrupted. 

What  then  are  the  general  principles  of  manage- 
ment that  may  be  used  in  the  potentially  allergic  in- 
dividual, the  offspring  of  allergic  forebears,  or  in 
those  who  show  evidences  of  early  allergy? 

1.  Those  with  a tendency  to  frequent  respira- 
tory infections  should  be  studied  to  determine 
whether  or  not  they  have  mild  atopies  to  inhalants 
or  perhaps  foods,  which  predispose  to  the  infec- 
tions. If  found  in  the  very  young  the  cause  may  be 
removed,  or  if  this  is  not  possible  they  may  be 
treated  by  injection  of  the  proper  allergen. 

2.  In  the  predisposed  and  young  allergies,  extra 
care  should  be  taken  for  the  prevention  by  immun- 
ization of  such  infectious  diseases  as  pertussis, 
measles  and  of  course  smallpox  and  typhoid,  and 
by  the  use  of  toxoids  for  protection  against  diph- 
theria and  tetanus,  where  otherwise  recourse  must 
at  times  be  bad  to  horse  serum,  which  is  always  a 
potential  danger  in  these  cases.  These  preventive 
measures  against  the  various  infectious  diseases  if 
practiced  routinely  by  the  practitioner  are  of  the 
greatest  advantage  in  the  management  of  the  aller- 
gic or  predisposed  child,  because  acute  infections 
of  all  types  of  and  by  themselves  appear  to  activate 
an  otherwise  latent  allergy. 

3.  If  foci  or  infection  are  found,  they  should 
receive  attention.  In  the  very  young  and  up  to  the 
early  twenties  most  primary  foci  lie  in  the  lymphoid 
tissue  of  the  tonsils,  lingual  tonsils  and  adenoids. 


It  is  my  opinion,  although  I am  aware  that  many 
do  not  agree,  that  the  careful  and  complete  surgical 
removal  of  infected  tonsils  and  adenoids  is  one  of 
the  most  beneficial  measures  in  the  allergic  child 
with  recurring  respiratory  infections,  especially 
when  done  early  and  if  possible  before  astbma  has 
set  in.  My  contention  is  that  children  predisposed 
to  allergy  must  be  considered  as  a special  group 
and  that  their  management  is  different  from  those 
not  so  hereditarily  disposed. 

By  and  large  in  our  clinic  we  see  very  few  cases 
of  asthma  due  to  foods;  many  in  which  it  may  be 
suspected  at  least  by  the  patient  but  few  in  which 
it  can  be  demonstrated  by  trial  under  clinical  ob- 
servation. The  inhalant  group  of  substances — 
dusts,  pollens  and  danders — are  common  causes  of 
asthma  beginning  between  7 and  30  years  of  age. 
Infections  are  common  etiological  factors  acting 
alone  and  as  primary  factors  in  the  age  group  from 
birth  to  7 years  of  age,  acting  as  secondary  and  con- 
comitant factors  with  inhalant  atopies  in  the  asthma 
cases  beginning  in  the  7 to  30  year  old  group  and 
again  as  the  important  and  often  the  sole  factor  in 
patients  in  whom  asthma  begins  after  40  years  of 
age.  Many  of  these  older  age  group  patients  may 
have  had  nasal  allergy,  a simple  pollen  hay  fever, 
for  years,  but  when  they  develop  asthma  after  40 
years  it  is  in  our  experience  usually  traceable  to 
infection. 

The  older  patient  group  with  onset  of  asthma 
after  40  years  contributes  largely  to  the  pitiful  pic- 
ture only  too  well  known  to  all.  The  real  onset  of 
trouble  may  date  back  many  years,  perhaps  only 
with  a simple  catarrh,  oftentimes  with  recurring 
nasal  polypi,  then  a bronchitic  cough  and  finally 
the  dyspnea  of  asthma  sets  in.  Usually  sympto- 
matic medication  only  is  given  when  such  patients 
first  consult  the  physician,  then  they  learn  that  this 
merely  allays  but  does  not  stop  the  progress  of  their 
affliction.  They  resort  to  patent  medicines,  adver- 
tised panaceas  and  irregular  practitioners  of  the 
various  healing  cults,  so-called.  In  our  analyses  of 
a large  number  of  these  cases,  that  is  the  group  with 
onset  of  asthma  after  40  years  of  age,  85  per  cent 
have  been  found  to  have  primary  foci  of  infection 
in  the  upper  respiratory  tract  and  15  per  cent  to 
have  a primary  chronic  bronchial  infection  to 
which  they  have  developed  a bacterial  allergy.  You 
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practitioners  should  eagerly  grasp  the  opportunity 
to  help  these  patients,  for  it  is  to  you  they  come  first. 
These  primary  foci  could  and  should  be  found,  for 
they  exist  years  before  the  chest  symptoms  develop. 
The  specialist  usually  sees  them  as  a last  resort  and 
after  years  of  illness  when  the  opportunity  for  best 
results  has  passed.  In  such  cases  the  primary  foci 
exist  in  teeth,  tonsils  and  sinuses,  and  the  proven 
existence  of  a focus  should  call  for  prompt  meas- 
ures. Infected  teeth  and  tonsils  are  readily  removed. 
The  difficult  question  to  decide  is  the  type  of  attack 
to  he  made  on  diseased  sinuses.  First,  one  must  make 
sure  that  definite  sinus  disease  exists,  that  it  is  the 
cause  of  asthma  and  that  the  lesion  cannot  be  con- 
trolled by  a preliminary  course  of  vaccine  therapy. 
If,  after  a period  of  careful  observation  and  con- 
servative treatment,  satisfactory  results  are  not 
secured,  then  recourse  must  he  had  to  sinus  sur- 
gery ; and  I wish  to  make  a few  comments  on  sinus 
surgery  because  of  a general  disrepute  into  which  it 
has  fallen  among  physicians  as  well  as  the  laity. 
Frankly  1 believe  in  it,  because  I have  experienced 
and  witnessed  its  benefits  in  persistent  and  even 
intractable  asthma,  and  when  properly  indicated,  the 
earlier  the  surgery  is  done  the  better  the  result  on 
the  asthmatic  patient.  My  comments  may  be  sum- 
marized as  follows:  (1)  Rarely  is  surgery  indi- 
cated under  25  years  of  age.  (2)  In  patients  allergic 
to  inhalant  and  food  substances,  avoidance  of  or 
treatment  with  the  allergen  should  always  he  prac- 
tised before  and  after  surgical  procedure.  ( 3 ) The 
operation  must  he  superlatively  well  done  by  one 
trained  in  surgical  technique  and  with  a thorough 
knowledge  of  the  anatomy  of  the  sinuses.  (4)  The 
object  of  sinus  surgery  is  to  remove  infected  tissue, 
leave  the  sinuses  well  open  for  drainage  and  con- 
serve as  much  turbinal  tissue  as  possible.  (5)  Re- 
section of  the  septum  is  indicated  only  when  there  is 
interference  with  the  surgical  approach  to  the  eth- 
moid and  sphenoid  cells  or  a complete  blocking  of  a 
nasal  cavity.  (6)  One  trouble  with  sinus  surgery 
generally  is  that  when  indicated  it  is  done  in  piece- 
meal fashion  and  not  completely  enough  or  it  is 
done  too  late.  (7)  The  cases  must  be  carefully 
selected  on  the  basis  of  their  physical  condition. 
One  should  not  expect  satisfactory  results  in  old 
long-standing  cases  with  extensive  pulmonary 


fibrosis.  (8)  The  results  of  sinus  surgery  in  pa- 
tients with  asthma  operated  on  by  Dr.  Grove  in 
our  clinic  were  obtained  by  continuous  follow-up 
study.  Since  we  are  only  interested  in  the  end  re- 
sults and  not  an  immediate  temporary  effect,  I am 
presenting  the  figures  of  the  2 to  8 year  post- 
operative group.  In  74  cases  all  indicated  surgery 
had  been  done.  In  78  cases,  for  one  reason  or 
another,  it  was  not,  and  they  form  a good  control 
group.  In  the  first  group  8 per  cent  were  not  im- 
proved, 40  per  cent  showed  definite  improvement 
and  52  per  cent  were  having  little  or  no  asthma. 
In  the  78  cases  in  whom  surgery  was  not  completed, 
64  per  cent  were  not  improved,  23  per  cent  showed 
definite  improvement  and  only  13  per  cent  were 
having  slight  or  no  asthma.  These  figures  I believe 
speak  for  themselves,  and  in  my  experience  there 
is  no  therapeutic  procedure  to  equal  it  today,  for 
in  these  patients  the  usual  course  is  relentlessly  on- 
ward to  complete  disability  for  years,  with  an 
exitus  due  to  asthma  itself  or  some  complication  di- 
rectly or  indirectly  connected  with  it.  (9)  Finally, 
to  secure  these  good  results,  a long  postoperative 
convalescent  period  must  be  insisted  upon.  Re- 
member that  in  this  operation  only  the  primary 
focus  is  removed.  The  secondary  infections  in  lung, 
bronchi  and  hilum  glands  require  time  for  healing 
to  take  place.  Rest,  food  and  medical  care  are  im- 
portant in  the  convalescent  period,  which  may  be 
only  three  months,  perhaps  six  months,  and  in  some 
cases  should  he  a year.  I want  to  impress  upon  you 
my  feeling  of  the  importance  of  this  convalescent 
period  which  is  just  as  necessary  to  these  patients 
as  it  is  to  those  with  tuberculosis. 

It  has  not  been  possible  for  me  to  attempt  to 
cover  the  field  of  allergy  with  its  manifold  varia- 
tions and  evidences  involving  nose,  chest,  abdomen, 
brain  and  skin.  I have  merely  pointed  out  in  a 
general  way  the  importance  of  allergy  as  a health 
problem,  some  of  the  fundamentals  of  what  we 
mean  by  allergy  and  particularly  I have  stressed 
the  significance  of  the  important  respiratory  aller- 
gies and  have  tried  to  convey  my  conviction  that 
much  more  could  and  should  he  done  with  these 
cases  by  prompt  and  early  recognition  of  the  fact 
that  they  may  be  prevented  and  can  he  controlled  if 
properly  approached  for  an  etiological  diagnosis  in 
the  earliest  stages  of  disease. 
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CLOSING  THE  DOCTOR’S  MOUTH 
ON  THE  WITNESS  STAND1 
Zechariah  Chafee,  Jr. 

Langdell  Professor  of  Lazo 
Harvard  Lazo  School 

Physicians  and  surgeons  are  required  by  the 
ethics  of  their  profession  to  preserve  the  secrets  of 
their  patients  which  have  been  communicated  to 
them  or  learned  from  the  inspection  of  symptoms 
and  other  bodily  conditions.  How  far  this  ethical 
requirement  should  he  enforced  by  law  is  a ques- 
tion on  which  there  is  much  difference  of  opinion 
among  both  lawyers  and  doctors. 

No  state  has  made  disclosure  of  confidence  a 
crime,  as  it  is  in  France,  but  in  some  the  license  to 
practice  may  he  revoked  for  this  cause.  About  fif- 
teen states  still  preserve  the  view  of  the  English 
common  law  that  there  is  no  legal  check  upon  the 
betrayal  of  secrets  except  a possible  liability  to  the 
patient  for  damages.  This  has  been  settled  law  in 
Rhode  Island  since  Dr.  Fenner  H.  Peckham  was 
allowed  to  testify  in  a divorce  case  nearly  forty 
years  ago.2 

The  remaining  states  adopt  a half-way  attitude 
towards  the  obligation  of  secrecy,  of  which  the 
New  York  statute  (first  enacted  in  1828)  is  typical. 
Unless  the  patient  consents,  the  doctor  is  not  al- 
lowed, while  testifying  in  court,  “to  disclose  any 
information  which  he  acquired  in  attending  a pa- 
tient in  a professional  capacity  and  which  was  nec- 
essary to  enable  him  to  act  in  that  capacity.’’  Thus 
there  is  no  liability  to  the  patient  if  the  doctor  tells 
every  last  detail  in  clubroom  gossip  or  the  thickly 
veiled  items  of  a medical  journal,  hut  he  is  prohib- 
ited from  divulging  any  of  the  truth  in  the  place 
where  it  is  most  needed  and  usually  most  string- 
ently required  — the  witness  stand. 

The  general  policy  of  the  law  is  to  obtain  as  many 
facts  as  possible  about  a controversy  on  trial,  but 
this  policy  is  cut  into  at  many  points  by  what  are 
called  rules  of  evidence.  For  instance,  a witness 
cannot  tell  what  he  has  learned  from  hearsay  and 
not  from  his  own  observation,  because  such  testi- 
mony is  likely  to  be  untrustworthy.  The  physician’s 
evidence  would  be  free  from  this  objection,  but  the 
law  often  keeps  out  reliable  testimony  if  it  was 
acquired  by  the  witness  through  some  confidential 


relation.  Thus  a husband  would  hesitate  to  tell  his 
wife  about  damaging  facts  and  the  thorough  inti- 
macy of  marriage  would  be  turned  into  watchful 
suspicion  and  reticence,  if  the  law  did  not  refuse 
to  make  her  the  means  of  his  undoing.3  Likewise 
a man  might  not  consult  an  honest  lawyer,  or  if  he 
did,  would  tend  to  keep  back  from  him  anything 
that  looked  unfavorable  to  the  case,  if  the  lawyer 
could  be  made  the  leading  witness  against  him  and 
forced  to  reveal  all  that  was  told  him  by  his  client. 
So  the  lawyer  cannot  speak  without  his  client’s  con- 
sent.4 In  many  states,  though  not  in  Rhode  Island, 
a statute  protects  the  secrets  of  the  confessional ; 
and  even  without  such  legislation  few  lawyers  would 
have  the  hardihood  to  ask  that  a priest  who  keeps 
silent  should  be  imprisoned  for  contempt  of  court. 

Some  doctors  may  feel  that  the  Rhode  Island 
law  discriminates  unfairly  against  their  profession. 
If  lawyers’  secrets  are  protected  from  disclosure 
in  court,  why  not  physicians’  secrets  too?  Yet  one 
could  turn  this  argument  for  equal  treatment  the 
other  way  round,  and  deny  protection  in  both  cases. 
Perhaps  lawyers  like  doctors  should  he  forced  to 
divulge  information  when  the  judge  thinks  dis- 
closure essential  to  the  public  interest.  Jeremy  Ben- 
tham  became  white-hot  against  the  inviolable  se- 
crecy of  communications  between  attorney  and 
client:  “Whence  all  this  dread  of  the  truth? 
Whence  comes  it  that  anyone  loves  darkness  better 
than  light,  except  it  he  that  his  deeds  are  evil?’’ 

Nevertheless,  there  is  much  to  he  said  in  favor 
of  the  attorney-and-client  privilege,3  and  most  law- 
yers, at  any  rate,  are  convinced  that  it  should  be 
retained.  However  this  may  he,  the  situation  does 
differ  from  that  of  physician  and  patient,  as  I shall 
indicate  later.  For  the  present  I am  interested  in  the 
question  whether  medical  secrets  should  be  invio- 
lable in  court.  Proposals  may  be  made  for  the 
adoption  of  the  New  York  statute,  or  something  of 
the  sort,  in  Rhode  Island.  Should  doctors  support 
such  legislation  ? 

The  reasons  usually  advanced  for  extending  the 
privilege  of  silence  to  the  medical  profession  are  not 
wholly  satisfactory.  First,  it  is  said  that  if  the 
patient  knows  that  his  confidences  may  be  divulged 
in  future  litigation  he  will  hesitate  in  many  cases  to 
get  needed  medical  aid.  But  although  the  man  wTho 
consults  a lawyer  usually  has  litigation  in  mind, 
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men  go  very  rarely  to  a doctor  with  any  such 
thought.  And  even  if  they  did,  medical  treatment 
is  so  valuable  that  few  would  lose  it  to  prevent  facts 
from  coming  to  light  in  court.  Indeed,  it  may  be 
doubted  whether,  except  for  a small  range  of  dis- 
graceful or  peculiarly  private  matters,  patients 
worry  much  about  having  a doctor  keep  their  pri- 
vate affairs  concealed  from  the  world.  Usually  the 
patients  themselves  bore  their  casual  acquaintances 
with  full  details  for  an  operation  or  a disease.  And 
when  they  do  dread  disclosure  of  their  physical 
condition  by  a doctor,  their  fear  is  not  that  the  truth 
may  some  day  be  forced  from  him  in  court,  but 
that  he  may  voluntarily  spread  the  facts  among  his 
friends  and  theirs  in  conversation  ; and  against  this 
really  dangerous  possibility  the  New  York  law 
gives  the  patient  no  protection.  This  whole  argu- 
ment that  the  privilege  is  necessary  to  induce  per- 
sons to  see  a doctor  sounds  like  a philosopher’s 
speculation  on  how  men  may  logically  be  expected 
to  behave  rather  than  on  observation  of  the  way 
they  actually  do.  Not  a single  New  England  state 
allows  the  doctor  to  keep  silent  on  the  witness  stand. 
Is  there  any  evidence  that  any  ill  or  injured  person 
in  Rhode  Island  or  the  rest  of  New  England  has 
ever  stayed  away  from  a doctor’s  office  on  that 
account  ? 

The  same  a priori  quality  vitiates  a second  argu- 
ment of  the  framers  of  the  New  York  statute  about 
the  evils  of  compelling  medical  testimony  : “During 
the  struggle  between  legal  duty  on  the  one  hand  and 
professional  honor  on  the  other,  the  latter,  aided  by 
a strong  sense  of  the  injustice  and  inhumanity  of 
the  rule,  will  in  most  cases  furnish  a temptation  to 
the  perversion  or  concealment  of  the  truth,  too 
strong  for  human  resistance.”  Has  any  member  of 
the  Rhode  Island  Medical  Society  observed  such 
a tendency  among  Rhode  Island  doctors  to  commit 
perjury  for  the  sake  of  “professional  honor?” 

There  is  far  more  danger  of  perjury  if  the  phy- 
sician cannot  testify,  only  it  will  be  perjury  by  the 
patient.  In  many  states  where  the  privilege  exists, 
an  unscrupulous  plaintiff  in  an  accident  case  can 
exaggerate  the  injury  without  fear  of  contradiction 
by  the  doctor  whom  he  consulted  right  after  the 
accident.  The  patient  can  tell  the  sad  story  of  his 
injuries  to  judge,  jury,  and  spectators,  and  then  he 
can  object  that  it  would  violate  his  bodily  privacy 
if  the  doctor  were  allowed  to  take  the  stand  and 


testify  that  the  accident  had  left  no  traces  one  hour 
after  it  occurred.  Fortunately,  there  is  some  limit 
to  this  absurdity.  Most  courts  hold  that  if  the  pa- 
tient goes  into  the  details  of  his  injuries,  then  he  has 
waived  his  privilege  ; he  has  thrown  open  the  whole 
question  of  his  bodily  conditions."  Otherwise  he 
could  make  the  statute  both  a sword  and  a shield. 

Yet  this  rule  about  waiver  does  not  promote 
truth-telling  any  too  well.  The  patient  may  tell 
some  rather  big  lies  about  his  health  without  “go- 
ing into  details,”  and  the  courts  are  by  no  means 
clear  in  defining  the  point  where  details  begin. 
There  is  also  abundant  confusion  on  the  question 
whether  what  the  patient  says  under  cross-exam- 
ination opens  the  door  for  his  doctor  to  testify. 
Some  courts  hold  that  cross-examination  is  not  a 
waiver  like  direct  testimony,  because  the  patient 
does  not  now  speak  willingly.  By  this  view,  the 
opposing  lawyer  who  ventures  to  ask  the  patient 
any  questions  may  find  the  witness  going  into  the 
most  intimate  details  without  regard  to  either 
privacy  or  truth,  and  yet  the  lawyer  will  be  helpless 
to  contradict  this  highly  colored  story  by  calling 
the  physician. 

The  absurdity  of  this  solicitude  for  the  patient’s 
privacy  is  illustrated  by  a recent  Ohio  case.7  The 
plaintiff  sued  the  owner  of  a building  for  heavy 
damages,  charging  that  the  defendant  negligently 
suspended  a fire  hose  from  the  building  in  such  a 
manner  that  a violent  wind  caused  the  hose  to 
break  a window,  knocking  glass  against  the  plain- 
tiff. He  testified  that  since  this  accident  he  had  suf- 
fered loss  of  weight,  severe  and  chronic  headaches, 
failing  eyesight,  insomnia,  facial  paralysis,  and  in- 
ability to  walk  normally;  but  that  before  the  glass 
hit  him  his  general  physical  condition  was  “very 
good.”  On  cross-examination  he  admitted  that  he 
had  consulted  various  physicians  before  the  acci- 
dent. The  defendant  called  one  of  these  doctors 
for  the  purpose  of  showing  that  the  plaintiff  was 
suffering  from  anemia  before  the  accident.  The 
court  refused  to  allow  the  doctor’s  evidence  “in 
view  of  the  very  delicate  and  confidential  nature  of 
the  relation.” 

Another  argument  for  the  privilege  is  that  em- 
ployees are  often  treated  after  accidents  by  physi- 
cians who  are  in  charge  of  the  company  hospital  or 
otherwise  dependent  upon  the  good  will  of  the 
employing  corporation.  It  was  urged  to  legislatures 
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that  some  of  these  physicians  were  taking  advan- 
tage of  their  position  to  obtain  from  the  patients 
information  which  would  tend  to  defeat  a claim  for 
damages.  This  argument  has  the  merit  of  not  being 
abstract,  but  of  claiming  a basis  in  fact.  Even  if 
true,  it  might  be  wiser  to  admit  the  evidence  of  the 
physicians,  trusting  in  the  jury  to  discount  it  heav- 
ily if  an  improper  attitude  towards  the  patients 
existed. 

Where  the  statutory  privilege  is  in  force,  what 
is  its  scope?  In  the  first  place,  what  sort  of  medical 
person  is  included?8  Any  licensed  physician  or 
surgeon  falls  within  the  statute,  and  this  applies  to 
hospital  physicians  though  they  are  not  specifically 
selected  by  the  patient.9  There  is  no  privilege  for 
communications  to  unlicensed  practitioners.  Thus 
mental  healers,  chiropractors  and  osteopaths  can 
be  forced  to  disclose  communications  from  their 
patients,  unless  perhaps  their  professional  status 
is  expressly  recognized  by  law.  How  about  the 
numerous  assistants  who  surround  doctors  under 
modern  conditions?  Many  attempts  have  been 
made  to  prevent  nurses  from  telling  about  their 
patients,  but  these  have  usually  failed.10  Most  courts 
say  that  if  public  policy  demands  the  extension  of 
the  privilege  to  nurses  and  other  hospital  attend- 
ants, then  the  change  in  the  law  should  be  made  by 
the  legislature,  not  by  judicial  action.  Here  is  an 
enticing  invitation  to  organizations  of  nurses  to 
increase  their  professional  prestige  by  lobbying  for 
a statutory  amendment  which  will  put  them  on  the 
same  high  level  of  secrecy  as  doctors.  This  result 
has  already  been  accomplished  in  New  York  and  a 
few  other  states.  Dentists  may  also  resent  being 
left  out  in  the  cold  with  druggists.  And  the  privi- 
lege does  not  apply  to  an  unlicensed  “orthopedist” 
who  is  teaching  gymnastic  exercises  taken  by  medi- 
cal advice.11  Those  psychoanalysts  who  have  been 
too  busy  to  study  medicine  must  have  spicier  facts 
to  relate  than  physicians,  but  no  court  has  yet  bound 
them  to  secrecy.  The  status  of  veterinaries  was 
raised  in  an  Iowa  suit  brought  by  the  owner  of  a 
race  horse  against  the  Western  Union  for  delay  in 
transmitting  a telegram,  “Bravo  is  sick ; come  at 
once.”  The  doctor  arrived  at  last,  but  Bravo  died. 
The  Western  Union  lawyer  asked  the  doctor  what 
the  owner  said  to  him  about  Bravo’s  symptoms. 
The  owner  urged  that  the  communications  from 
Bravo  to  the  veterinary  were  privileged,  but  the 


court  held  that  veterinaries  were  not  covered  by 
the  statute.12 

No  end  of  trouble  has  arisen  about  the  admissi- 
bility of  medical  records.  If  a doctor  cannot  tell 
the  court  what  he  saw,  then  the  hospital  records 
where  he  wrote  down  what  he  saw  seem  logically 
just  as  unavailable.  Yet  some  courts  are  impressed 
by  the  fact  that  the  law  requires  such  records  to  be 
kept,  and  see  little  sense  in  this  if  they  cannot  be 
used  for  the  sake  of  attaining  justice.13  For  exam- 
ple, it  would  be  absurd  if  the  records  of  a state 
hospital  for  the  insane  could  not  be  consulted  in  a 
will  contest  for  their  bearing  on  the  mental  capacity 
of  the  testator.14  So  judges  have  been  inclined  to 
read  a wide  exception  into  the  statute  to  cover  such 
situations.  Thus  death  certificates  ought  to  be  ad- 
missible.15 In  New  York  this  exception  has  been  ex- 
tended to  public  health  records,  which  were  ad- 
mitted to  show  that  the  defendant  was  a typhoid 
carrier  who  had  been  warned  not  to  participate  in 
the  service  of  food.  The  records  were  used  to 
establish  her  liability  in  damages  to  the  estate  of  a 
man  who  died  of  typhoid  after  eating  food  which 
had  passed  through  her  hands.16 

How  about  autopsies?  It  is  generally  held  that 
if  the  doctor  had  not  attended  the  person  during  his 
lifetime,  then  the  doctor  can  testify  about  per- 
forming an  autopsy  because  the  relation  of  the 
physician  and  patient  did  not  exist.17  “A  deceased 
body  is  not  a patient.”18  For  example,  a man  who 
carried  heavy  accident  insurance  became  suddenly 
ill.  The  physician  who  was  called  removed  him  to 
a hospital  and  there  continued  to  treat  him  until  his 
death.  The  hospital  pathologist  was  then  summoned 
to  perform  an  autopsy,  which  showed  that  the  man 
died  from  the  effect  of  wood  alcohol  in  home-made 
gin.  The  first  doctor  was  merely  allowed  to  give 
his  opinion  that  wood  alcohol  in  gin  was  capable  of 
causing  the  death,  but  the  second  doctor  was  per- 
mitted to  give  all  the  details  discovered  during  the 
autopsy.19  However,  another  court  regarded  this 
device  of  getting  away  from  the  privilege  by  switch- 
ing doctors  as  an  arrant  subterfuge  and  ruled  out 
the  autopsy  by  asking : 

“Can  a hospital,  immediately  after  the  death  of 
one  of  its  patients,  discharge  the  physician  who  had 
attended  the  patient  up  to  the  time  of  death,  and 
thereafter  rush  the  dead  body  to  the  morgue,  and 
direct  the  physician  at  the  head  of  the  pathological 
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department  to  perform  an  autopsy,  and  thus  evade 
the  statute  which  sealed  the  lips  of  the  first  physi- 
cian ? We  think  these  questions  should  be  answered 
in  the  negative,  and  that  a physician  under  such 
circumstances  steps  into  the  shoes  of  the  attending 
physician,  and  must  be  treated  as  if  he  were  the 
assistant  of  the  attending  physician,  holding  the 
autopsy  at  the  direction  of  the  latter,  and  that  the 
information  acquired  by  him  through  the  autopsy 
is  privileged.”20 

The  question  what  part  of  the  physician's  knowl- 
edge about  the  patient  is  non-professional  raises 
great  difficulties.  The  fact  that  he  was  ill,  the  num- 
ber of  visits  made,  the  performance  of  an  opera- 
tion at  a certain  date  may  be  disclosed,  but  not  the 
nature  of  the  illness  or  the  operation.  It  would 
seem  that  symptoms  which  were  obvious  to  every 
one  without  medical  inspection  cannot  be  said  to 
be  disclosed  in  confidence,  but  several  cases  have 
forbidden  hospital  doctors  to  testify  that  when  a 
man  was  brought  in  they  smelled  liquor  on  his 
breath  or  observed  other  common  symptoms  of 
intoxication.21 

The  information  must  be  received  in  a profes- 
sional relation  ; not  everything  medical  which  a 
doctor  sees  or  hears  is  privileged.  For  example,  if 
called  to  a house  to  see  a person,  the  doctor  can 
sometimes  tell  what  he  incidentally  observed  as  to 
the  health  of  other  members  of  the  family.22  If  the 
patient  voluntarily  employed  the  physician,  the  priv- 
ilege is  clear.  But  suppose  the  doctor  renders  first 
aid  to  an  unconscious  man.  No  confidence  is  re- 
posed, but  the  doctor  does  attend  him  in  “a  pro- 
fessional capacity.”  In  a New  York  case  a physi- 
cian was  called  by  a hotel  to  attend  a guest  without 
the  latter’s  knowledge.  The  man  said  he  had  taken 
poison,  but  cursed  the  doctor  and  refused  to  have 
anything  to  do  with  him.  The  doctor  administered 
a hypodermic.  The  hotel  guest  was  held  to  be  a 
patient,  although  he  did  not  want  to  be,  and  the 
doctor  was  forbidden  to  tell  about  the  poison  in 
order  to  show  that  the  patient  had  forfeited  his 
life  insurance  by  committing  suicide.23 

Even  though  a professional  relation  exists,  only 
information  necessary  to  enable  the  doctor  to  act 
in  that  capacity  is  privileged.  Matters  which  are 
entirely  distinct  from  medical  facts  may  be  dis- 
closed ;24  for  instance,  the  patient’s  remarks  about 
his  will.  An  Indiana  doctor  was  called  to  attend  a 
sick  wife  and  also  cast  a professional  eye  on  her 


husband.  While  leaving  the  house,  he  heard  the 
husband  say  ”1  will  get  her  yet,  damn  her  ; I will  get 
her  yet.”  Shortly  afterwards  the  wife  shot  her 
husband.  When  tried  for  murder,  she  called  the 
doctor  as  a witness  to  support  her  story  that  she 
killed  her  husband  in  self-defense  while  he  was 
approaching  her  with  an  open  knife  in  his  hand. 
The  trial  court  excluded  the  doctor’s  evidence  on 
the  ground  that  he  was  in  the  house  in  the  capacity 
of  a physician.  The  jury  disbelieved  the  wife’s 
story  and  she  was  convicted  of  manslaughter.  The 
upper  court  reversed,  holding  that  the  doctor  should 
have  been  allowed  to  testify  about  threats  of  death 
though  not  about  health.25 

Oftentimes  the  illness  and  another  fact  are  closely 
connected,  as  in  a New  York  divorce  trial  which 
received  much  attention  in  the  press  twenty  years 
ago,  where  a physician  was  asked  to  disclose  a 
communication  from  the  misguided  wife  as  to  the 
paternity  of  an  expected  child.  The  referee  ex- 
cluded this  communication,  because  it  must  have 
been  given  as  a sequel  to  the  wife’s  disclosure  of 
her  pregnancy,  which  was  clearly  privileged  and 
could  not  be  repeated.  On  the  other  hand,  a Cali- 
fornia doctor  was  allowed  to  testify  that  while  he 
was  delivering  an  illegitimate  child  a certain  man 
was  present  and  admitted  that  he  was  the  father.20 
A similar  problem  arises  when  the  victim  of  an 
accident  in  describing  his  symptoms  to  a physician 
throws  in  occasional  statements  about  the  way  he 
was  hurt.  Of  course,  the  speed  of  the  trolley  car 
which  hit  him  and  the  fact  that  he  himself  was  not 
looking  as  he  crossed  the  street  are  not  reallv  nec- 
essary for  the  application  of  surgical  dressings, 
and  the  legitimacy  of  an  expected  child  has  no  bear- 
ing on  the  medicines  or  osteopathic  treatment  which 
should  be  given  to  the  mother.  (If  the  doctor  were 
a psychiatrist,  who  was  curing  her  of  melancholia 
or  some  other  mental  or  nervous  disorder,  questions 
on  such  a fact  would  be  highly  important.) 

Logically,  it  may  be  that  the  facts  leading  up  to  a 
physical  condition  are  often  not  “necessary  to  en- 
able the  physician  to  act  in  a professional  capacity” 
and  consequently  are  not  protected  by  the  statute. 
Yet  practically  it  is  very  unjust  to  a patient,  con- 
sulting a physician  in  a state  where  the  law  insists 
that  the  umost  confidence  shall  be  preserved,  if  his 
conversations  with  the  physician  can  be  si  fted  out  by 
the  law  into  two  classes  of  utterances  and  only  one 
class  is  kept  secret.  Here  comes  a sentence  which  is 
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held  necessary  for  treatment ; but  the  next,  dealing 
only  with  the  cause  of  the  ailment,  receives  no  pro- 
tection. The  dividing  line  may  fall  in  the  middle  of 
a sentence.  What  sort  of  confidence  is  secured  by 
the  statute  if  a sick  and  perhaps  hysterical  patient 
must  be  constantly  on  the  alert,  every  time  a ques- 
tion is  asked  him,  to  determine  at  his  peril  whether 
it  is  necessary  for  treatment,  and,  even  if  it  is,  must 
be  watchful  lest  he  add  something  to  his  answer 
which  is  not  necessary?  If  the  privilege  is  to  exist 
at  all,  the  law  might  well  take  the  position  that  all 
the  communications  of  the  patient  which  are  actu- 
ated by  his  feeling  of  confidence  in  his  medical  ad- 
viser and  which  he  would  naturally  make  in  furnish- 
ing the  doctor  with  information  as  a basis  of  treat- 
ment are  entitled  to  secrecy,  even  though  some  of 
these  facts  if  wrenched  from  the  conversation  and 
taken  singly  have  no  medical  value.  A patient 
should  not  be  forced  to  tell  his  story  to  the  doctor 
with  the  circumspection  of  a lawyer  drawing  plead- 
ings. 

The  privilege  belongs  to  the  patient  and  not  to 
the  physician.  Hence  the  patient  cannot  be  forced 
to  testify  about  the  consultation  any  more  than  the 
doctor.  Conversely,  if  the  patient  consents  to  the 
disclosure,  the  doctor  can  no  longer  insist  on  re- 
maining silent.  Is  anything  less  than  express  con- 
sent enough?  The  effect  of  the  patient’s  testifying 
about  his  own  health  has  already  been  discussed. 
Suppose  the  plaintiff  in  a personal  injury  case,  who 
has  been  to  several  doctors,  calls  only  one  physician 
who  is  favorable  to  his  own  claim  ; can  the  plaintiff 
still  insist  that  it  might  cause  him  “embarrassment 
and  disgrace”  if  the  defense  were  allowed  to  put  on 
his  other  doctors  who  are  ready  to  tell  a very  differ- 
ent story  about  the  plaintiff’s  bodily  condition  ? As 
to  this  the  cases  are  in  great  confusion.27 

Sometimes  the  patient  is  dead  and  can  no  longer 
waive  his  privilege.  Must  the  doctor’s  lips  then  be 
sealed  forever?  Some  statutes  have  neglected  to 
provide  for  this  emergency,  while  other  expressly 
permit  the  executor  or  administrator  of  the  patient 
to  authorize  the  doctor  to  speak.28  Yet  no  matter 
how  carefully  the  statute  be  drawn,  it  is  likely  to  fail 
to  specify  some  person  connected  with  the  decedent 
who  has  an  excellent  reason  for  desiring  the  doc- 
tor’s testimony.  For  example,  in  a Wisconsin  case 
a widow  suing  as  a beneficiary  under  an  accident 
insurance  policy  was  unable  to  prove  that  her  hus- 
band’s death  was  accidental  except  by  the  testimony 


of  the  physician  who  attended  him.  The  Wisconsin 
statute  did  not  expressly  say  that  a beneficiary  could 
waive  the  privilege.  Hence  the  court  forced  the 
doctor  to  keep  silent,  and  the  widow  recovered 
nothing  on  the  policy.29  Here  the  privilege,  which 
is  supposed  to  exist  for  the  patient’s  benefit,  oper- 
ated to  defeat  one  of  his  dearest  desires.  Wigmore's 
view  that  nobody  except  the  patient  may  take  ad- 
vantage of  the  privilege  would  have  accomplished 
a just  result  in  this  case.  Certainly  a person  directly 
antagonistic  to  the  patient  should  not  profit  from 
the  privilege.  Many  insurance  policies  endeavor  to 
avoid  such  difficulties  by  a clause  in  which  the  in- 
sured waives  the  privilege  in  advance.  Such  a clause 
is  usually  held  valid,  but  it  lias  no  effect  in  New 
York.30 

The  possibility  that  the  patient's  death  silences 
the  doctor  is  particularly  objectionable  when  the 
patient  was  murdered.  It  may  be  very  important 
to  have  a physician  disclose  the  physical  condition 
of  the  victim,  during  the  interval  between  the  crime 
and  the  death.  Sometimes  a man  kills  a woman  to 
get  her  out  of  the  way  because  she  is  expecting  a 
child  and  medical  testimony  is  necessary  to  estab- 
lish his  motive.  Judges  usually  get  around  this 
difficulty  by  saying  that  criminal  cases  are  not  with- 
in the  spirit  of  the  statute,  although  some  courts 
refuse  to  carve  out  such  an  exception.31  Usually 
the  desired  testimony  relates  to  the  bodily  condition 
of  the  victim,  but  it  may  conceivably  concern  that 
of  the  accused  and  here  the  bars  have  been  higher.32 
Suppose  a murder  on  a dark  street.  A policeman 
testifies  that  he  could  not  recognize  the  killer,  but 
that  he  shot  at  him  as  he  was  running  away  and 
winged  him  in  the  left  arm.  The  prosecution  calls 
a physician  for  the  purpose  of  having  him  testify 
that  one  hour  after  the  murder  the  accused  called 
at  his  office  and  was  treated  for  a bullet-wound  on 
his  left  arm.  The  accused  objects  on  the  ground 
that  he  does  not  want  to  lay  his  ailments  bare  to 
the  public.  It  is  by  no  means  certain  on  the  au- 
thorities that  the  doctor  would  be  allowed  to  testify, 
and  so  the  prisoner  might  be  acquitted  for  inability 
to  identify  him  with-  the  murderer. 

A similar  but  much  more  perplexing  conflict  of 
loyalties  was  presented  to  Dr.  C.  E.  May  of  Minne- 
sota. While  Dillinger,  the  former  Public  Enemy 
No.  1,  was  fleeing  from  prison,  he  went  to  Dr.  May 
to  be  treated  for  gunshot  wounds  incurred  during 
his  escape.  Was  Dr.  May  ethically  bound  as  a phy- 


162 


RHODE  ISLAND  MEDICAL  JOURNAL 


July,  1942 


sician  to  preserve  secrecy  or  was  he  under  a duty 
as  a citizen  to  notify  the  police?  In  fact  he  neglected 
to  inform  the  police  of  his  ministrations  and  was 
consequently  imprisoned  two  years  for  harboring  a 
fugitive  wanted  under  a federal  warrant.33  The 
Lancet  commented  that  “colleagues  in  every  coun- 
try will  applaud  his  action  in  not  betraying  a pro- 
fessional trust.”34  Not  many  laymen  are  likely  to 
join  in  the  applause. 

Legislatures  and  courts  have  been  occupied  for 
over  a century  in  closing  the  physician’s  mouth  in 
the  very  place  where  the  truth  is  badly  needed.  And 
yet  the  much  more  important  obligation  of  his 
silence  in  private  life  has  hardly  been  considered 
by  the  law  at  all.  We  have  put  our  money  on  the 
wrong  horse.  In  the  few  instances  where  honest 
patients  do  dread  disclosure  of  their  physical  con- 
dition by  a doctor,  their  fear  is  not  that  the  truth 
may  some  day  he  forced  from  him  in  court,  but 
that  he  may  voluntarily  spread  the  facts  among  his 
friends  and  theirs  in  conversation  ; and  against  this 
reallv  dangerous  possibility  the  statutes  give  almost 
no  protection.  The  first  and  only  decision  on  the 
doctor's  liability  to  pay  damages  to  his  patient  for 
a breach  of  confidence  was  made  in  1920,  under  the 
common  law,  and  recovery  was  denied,  although  a 
possible  liability  under  different  circumstances  was 
suggested  by  the  Nebraska  court.33 

A guest  of  a small  hotel  in  a Nebraska  town  con- 
sulted a doctor  who  diagnosed  his  ailment  as  syphilis. 
He  told  the  patient  of  the  danger  of  communication 
and  got  his  promise  to  leave  the  hotel  the  next  day. 
On  that  day  the  doctor  made  a professional  call  on 
the  owner  of  the  hotel,  and  on  finding  that  the 
patient  had  not  moved  out  he  warned  the  owner 
that  the  man  had  “a  contagious  disease.”  The  pa- 
tient was  forced  to  leave  the  hotel,  and  sued  the 
doctor.  Since  the  diagnosis  was  perhaps  incorrect 
the  doctor  might  have  been  liable  for  slander,  be- 
cause of  the  defamatory  nature  of  his  statement, 
although  he  might  have  raised  the  defense  that 
there  is  no  duty  to  pay  damages  for  a slanderous 
statement  if  it  is  made  honestly  and  on  reasonable 
grounds  in  pursuance  of  a duty.  For  example,  if  a 
doctor  is  required  by  law  to  report  certain  diseases 
to  the  Board  of  Health,  and  makes  such  a report 
honestly  hut  mistakenly,  he  is  not  liable  for  slander. 
But  should  he  he  protected  if  he  volunteers  false 
statements  to  a private  person  ? 


Suppose  the  doctor’s  diagnosis  was  correct,  so 
that  he  told  the  truth  to  the  hotel-keeper.  Then  he 
would  not  he  liable  for  slander,  since  truth  is  a de- 
fense in  that  kind  of  suit.  But  the  actual  suit  was 
not  for  slander;  it  was  for  violation  of  the  physi- 
cian's contractual  obligation  to  remain  silent  about 
his  patient.  Can  the  truth  be  told  with  impunity  if 
a confidential  relation  is  thereby  violated?  The 
Nebraska  court  thought  that  a doctor  ought  to 
pay  damages  for  telling  the  truth  in  breach  of  his 
duty  to  his  patient,  but  that  he  should  have  the  same 
right  as  a man  who  is  sued  for  slander  to  insist 
that  he  acted  under  a duty  to  make  the  disclosure, 
which  was  more  important  than  the  duty  to  keep 
silent.  Clearly  his  statutory  obligation  to  make 
health  reports  would  justify  breaches  of  confidence 
therein.  Here,  however,  he  was  under  no  legal 
obligation  to  divulge  his  patient's  disease;  hut  the 
court  decided  that  in  view  of  the  great  danger  to 
life  resulting  from  silence  he  had  a moral  obliga- 
tion to  speak  which  overrode  his  duty  of  secrecy. 
Consequently,  the  patient  lost  his  case. 

Much  can  he  said  for  and  against  this  result.  One 
commentator  says  that  the  Nebraska  case  “stands 
for  the  triumph  of  medical  altruism  over  legal 
duty.”  Certainly,  disclosure  of  risks  of  infection  is 
very  desirable ; but  it  would  he  wiser  to  require  all 
contagious  diseases  to  he  reported  to  a public  offi- 
cial, who  should  have  power  to  take  all  steps  neces- 
sary to  protect  people  from  the  patient,  whether 
this  required  publicity  or  his  removal  to  a hospital. 
There  are  obvious  dangers  in  leaving  it  to  every 
physician  to  determine  whether  circumstances  jus- 
tify him  in  betraying  intimate  confidences. 

In  conclusion,  the  law  would  seem  to  have  di- 
rected its  attention  to  the  wrong  quarter  in  laying 
so  much  emphasis  on  silence  in  the  court  and  neg- 
lecting until  now  the  patient’s  rights  against  dis- 
closures to  the  world  in  general. 

1.  Much  of  the  material  in  this  paper  was  used  by  the 

author  in  an  article  in  the  old  New  York  Evening 
Post,  July  2,  1921,  and  in  part  of  an  article  in  35 
Harvard  Laic  Review  689-691  (1922).  In  revising  the 
material  for  republication,  the  author  has  been  great- 
ly aided  by  the  classic  discussion  in  8 Wigmore  on 
Evidence  (3d  ed.  1940)  §§  2380-2391.  See  also  152 
Law  Times  53  (1921),  debates  at  British  Medical 
Association;  153  Law  Times  228,  252  (1922),  debates 
at  British  Medico-Legal  Society ; 83  Law  Journal 
320  (1937),  debates  in  House  of  Commons. 

2.  Banigan  v.  Banigan,  26  R.  I.  454,  59  Atl.  313  (1904)  ; 

followed  in  Remington  v.  Rhode  Island  Co.,  37  R.  I. 
393,  93  Atl.  33  (1915)  (accident). 
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3.  R.  I.  General  Laws  (1938),  c.  537  §15:  “neither  [hus- 

band nor  wife]  shall  be  permitted  ...  to  disclose  any 
communication  made  to  him  or  her,  by  the  other, 
during  their  marriage,”  except  in  a few  specified 
types  of  litigation.  See  Campbell  v.  Chace,  12  R.  I. 
333  (1879)  ; State  v.  Deslovers,  40  R.  I.  89,  110,  100 
Atl.  64  (1917)  ; Parenteau  v.  Parenteau,  51  R.  I. 
263,  265,  153  Atl.  872  (1931)  ; Bradley  v.  Quinn,  53 
R.  I.  349,  166  Atl.  814  (1933). 

4.  Although  no  Rhode  Island  case  has  been  found,  the 

rule  is  solidly  established  by  numerous  English  and 
American  decisions. 

5.  The  arguments  are  given  at  length  by  Wigmore,  §2291. 

6.  The  cases  are  collected  in  114  American  Law  Reports 

Annotated  798  (1938).  (This  series  will  be  here- 
after cited  as  A.L.R.)  See  also  Wigmore,  §2389. 

7.  Harpman  v.  Devine,  133  Oh.  St.  1,  10  N.  E.  (2d) 

776  (1937),  discussed  in  11  U.  Cine.  L.  Rev.  544. 

8.  The  cases  are  collected  in  68  A.L.R.  176  (1930)  ; Wig- 

more, §2382. 

9.  The  cases  are  collected  in  22  A.L.R.  1217  (1923)  ; 72 

U.S.L.  Rev.  619  (1938). 

10.  The  cases  are  collected  in  39  A.L.R.  1421  (1925)  ; 68 

A.L.R.  177  (1930).  On  hospital  attendants,  see  22 
Marquette  L.  Rev.  211  (1938). 

11.  Laurie  Co.  v.  McCullough,  174  Ind.  477,  19  N.  E.  1014 

(1909). 

12.  Hendershot  v.  Western  Union  Telegram  Co.,  106  Iowa 

529,  76  N.  W.  828  (1898). 

13.  The  cases  are  collected  in  75  A.L.R.  393  (1931)  ; 120 

A.L.R.  1140  (1939). 

14.  Liske  v.  Liske,  135  N.  Y.  Supp.  176  (1912). 

15.  Yet  some  courts  excluded  them.  See  the  authorities  in 

Wigmore,  §2385a ; 17  A.L.R.  370  (1922)  ; 42  A.L.R. 
1455  (1926)  ; 96  A.L.R.  341  (1935). 

16.  Thomas  v.  Morris,  286  N.  Y.  266,  36  N.  E.  (2d)  141 

(1941),  annotated  in  136  A.L.R.  856. 

17.  The  cases  are  collected  in  58  A.L.R.  1134  (1929)  ; 35 

Law  Notes  (N.  Y.)  87  (1931). 

18.  See  case  cited  in  note  19  infra. 

19.  Travelers’  Ins.  Co.  v.  Bergeron,  25  F.  (2d)  680  (C.C.A. 

8th,  1928). 

20.  Matthews  v.  Rex  Health  and  Ins.  Co.,  86  Ind.  App. 

335,  157  N.  E.  467  (1927). 

21.  The  cases  are  collected  in  79  A.L.R.  1131  (1932). 

22.  Jennings  v.  Supreme  Council,  81  N.  Y.  App.  Div.  76, 

81  N.  Y.  Supp.  90  (1903).  See  Nichols  v.  State,  109 
Neb.  335,  191  N.  W.  333  (1922). 

23.  Meyer  v.  Knights  of  Pythias,  178  N.  Y.  63  (1904). 

24.  The  cases  are  collected  in  24  A.L.R.  1202  (1923)  ; 

Wigmore,  §2383;  13  Wash.  L.  Rev.  141  (1938). 

25.  Myers  v.  State,  192  Ind.  542,  137  N.  E.  547  (1922). 

26.  Baird’s  Estate,  173  Cal.  617,  160  Pac.  1078  (1916). 

27.  62  A.L.R.  680  (1929)  ; 90  A.L.R.  646  (1934)  ; 51  Harv. 

L.  Rev.  1931  (1938)  ; 31  Yale  L.  J.  529  (1922). 

28.  The  cases  are  collected  in  31  A.L.R.  167  (1924)  ; 126 

A.L.R.  380  (1940)  ; Wigmore,  §2391. 

29.  Maine  v.  Maryland  Casualty  Co.,  172  Wis.  350,  178 

N.  W.  749  (1920),  two  judges  dissenting;  annotated 
in  15  A.L.R.  1544. 

30.  The  cases  are  collected  in  54  A.L.R.  412  (1928)  ; Wig- 

more, §7(2, 

31.  The  cases  are  collected  in  45  A.L.R.  1357  (1926)  ; 

Wigmore,  §2385. 

32.  People  v.  Murphy,  101  N.  Y.  126  (1885). 

33.  32  Mich.  L.  Rev.  1164  (1934). 

34.  226  Lancet  1183  (June  2,  1934). 

35.  Simonsen  v.  Swenson,  104  Neb.  224,  177  N.  W.  831 

(1920),  annotated  in  9 A.L.R.  1254,  20  Col.  L.  Rev. 
890,  34  Harv.  L.  Rev.  312,  30  Yale  L.  J.  289,  75 
J.  Am.  Med.  Assn.  1207.  See  also  Smith  v.  Driscoll, 
94  Wash.  441,  162  Pac.  572  (1917). 
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It  is  just  as  much  the  duty  of  an  authority  on  a subject 
to  condense,  summarize  and  analyze  his  contributions  for 
the  sake  of  his  less  learned  readers  as  it  is  to  increase  the 
store  of  knowledge. 

Northnagel  once  said  that  the  greatest  scientific  con- 
tributions to  medicine  seldom  covered  more  than  a few 
pages.  Or  as  Billings  put  it,  "First  have  something  to  say, 
say  it  as  briefly  as  possible  and  stop  when  you  have  said  it”. 

Wilbert  C.  Davison, 
Bulletin  History  of  Medicine. 


ARE  YOU  UNDER  45? 

In  the  May  1942  issue  of  the  Rhode  Island 
Medical  Journal  appeared  an  editorial  giving  a 
synopsis  of  the  changes  in  the  method  of  commis- 
sioning medical  officers  in  the  Army  of  the  United 
States. 

Briefly,  the  Medical  Officers  Recruiting  Board 
opened  an  office  in  the  basement  of  the  Rhode 
Island  Medical  Library  Building  for  the  purpose 
of  accepting  applications,  authorizing  physical  ex- 
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animations,  and  commissioning  properly  qualified 
doctors,  dentists,  and  veterinarians  in  the  grades  of 
lieutenant  and  captain,  whose  names  had  been  made 
available  by  the  State  Procurement  and  Assign- 
ment Agency. 

When  the  Recruiting  Board  receives  the  name 
of  a doctor  who  has  been  made  available,  a letter 
is  mailed  inviting  the  doctor  to  visit  the  Recruiting 
Office.  During  that  visit  the  Board  explains  the  need 
of  medical  officers  in  the  armed  forces,  and  offers  to 
help  an  applicant  in  preparing  the  papers  necessary 
for  granting  a commission.  By  well  defined  regu- 
lations the  Recruiting  Board  has  the  authority  to 
commission  first  lieutenants  and  captains  in  the 
Medical  Corps.  All  other  applications  may  he  re- 
ceived by  the  Recruiting  Board,  but  they  must  be 
referred  to  the  Office  of  the  Surgeon  General  for 
disposition. 

One  of  the  chief  reasons  for  opening  a branch 
of  the  Surgeon  General’s  Office  in  each  state  is  to 
decrease  the  time  required  to  commission  an  appli- 
cant, and  to  increase  thereby  the  number  of  medi- 
cal officers  in  the  armed  forces.  Since  many  doctors 
had  apparently  thought  that  enrollment  with  the 
Procurement  and  Assignment  Agency  was  an  appli- 
cation to  enlist,  they  had  done  nothing  further.  The 
number  entering  the  Medical  Corps  has  not  kept 
pace  with  the  expansion  of  the  other  branches  of 
the  Service.  To  be  commissioned,  a doctor  must 
voluntarily  apply. 

The  need  of  Medical  Officers  has  been  stressed 
by  too  many  government  officials  including  Mr. 
McNutt  to  be  questioned.  The  time  element  now  is 
very  important.  To  be  of  the  most  use  a medical 
officer  needs  a certain  amount  of  training — time  to 
familiarize  himself  with  the  methods  and  routine 
of  military  life,  without  which  his  efficiency  is 
greatly  impaired.  Doctors  below  the  age  of  forty- 
five  are  urgently  requested  to  join  immediately. 
No  one  man’s  problems  or  group  of  men’s  problems 
can  be  greater  than  those  of  his  Country. 


REFUGEE  PHYSICIANS 

As  the  demand  for  physicians  to  serve  with  the 
armed  forces  is  greatly  depleting  the  number  of 
doctors  in  civil  practice,  it  is  fortunate  that  a large 
group  of  physicians  have  entered  this  country  as 
refugees  from  Europe.  In  spite  of  the  fact  that 


in  many  states,  Rhode  Island  included,  these  men 
are,  according  to  existing  rules,  debarred  from 
entering  private  practice,  their  presence  will  prob- 
ably prove  of  great  benefit  to  the  public.  This  can 
be  brought  about  in  at  least  two  ways : by  placing 
them  in  hospitals  and  other  institutions  to  replace 
stafif  members  who  are  in  service  ; and  by  admitting 
them  to  some  type  of  limited  practice  in  communi- 
ties where  the  need  is  great.  Already  in  Rhode 
Island  the  first  of  these  methods  of  utilizing  the 
help. of  our  new  colleagues  is  being  planned  and 
the  Governor’s  intention  to  suspend  the  Civil  Serv- 
ice regulations  for  the  emergency  to  allow  for  the 
use  of  these  men  in  our  State  Institutions  has  been 
upheld  by  the  resolution  recently  passed  by  the 
House  of  Delegates  of  the  State  Society. 

Although  certain  members  of  the  profession  have 
expressed  a fear  that  some  of  these  doctors  from 
abroad,  by  virtue  of  the  emergency  need  for  their 
services,  may  become  established  in  practice  to  the 
detriment  of  native  physicians  who  are  serving 
with  the  armed  forces,  such  fear  is  neither  justified 
nor  creditable.  If  the  placement  of  such  physicians 
is  restricted  to  areas  where  a real  need  exists  the 
public  will  be  benefited  and  no  harm  will  be  done. 

In  this  connection  it  may  he  pointed  out  that 
these  physicians  come  either  from  countries  in- 
vaded by  Hitler  or  have  been  expelled  from  Ger- 
many itself  by  the  Nazis.  In  either  case  they  are 
our  allies  in  this  war  and  should  he  treated  as  such. 
Many  of  them  are  distinguished  members  of  the 
profession  who  have  held  professorial  and  other 
responsible  positions  in  their  own  countries  and 
represent  a welcome  addition  to  our  ranks.  They 
are  as  a group  qualifying  as  quickly  as  the  law 
allows  for  American  citizenship  and  many  will  en- 
ter the  armed  forces  as  soon  as  possible  under  the 
regulations.  One  other  consideration  is  significant. 
At  the  end  of  this  war  the  demand  for  physicians 
for  rehabilitation  of  medical  service  in  war  torn 
countries  will  be  tremendous. 

It  is  therefore  to  the  advantage  of  all  concerned 
to  welcome  these  colleagues  to  our  ranks  and,  re- 
jecting all  petty  considerations  as  to  possible  in- 
fringement upon  the  field  of  private  practice,  to 
arrange  for  them  to  help  where  help  is  needed,  for 
after  all  the  good  of  the  public  must  he  paramount 
and  any  selfish  attempt  on  the  part  of  the  profession 
to  play  the  dog  in  the  manger  is  unworthy. 
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ONE  HUNDRED  AND  FIFTIETH  MEET- 
ING OF  CONNECTICUT  SOCIETY. 

The  Connecticut  State  Medical  Society  cele- 
brated its  one  hundred  and  fiftieth  annual  meeting 
at  Middletown  on  June  3rd  and  4th,  1942.  The 
event  was  a decided  milestone  in  the  history  of  the 
fourth  State  Medical  Society  to  be  organized  in  this 
country,  although  as  a matter  of  fact,  the  Connecti- 
cut Society  is  the  third  oldest  in  the  point  of  view  of 
continuous  existence.  The  meetings  this  year  were 
held  on  the  campus  of  Wesleyan  University.'  An 
historical  atmosphere  permeated  all  the  gatherings. 
An  interesting,  commemorative  volume  tracing  the 
history  of  medicine  in  Connecticut  was  published 
coincident  with  the  anniversary,  and  an  outstand- 
ing historical  exhibit  of  documents,  pictures,  in- 
struments, and  other  demonstrations  going  back  a 
hundred  and  fifty  years  was  on  display  at  the  Uni- 
versity library.  An  entire  morning  was  devoted  to 
historical  papers,  and  throughout  the  two  days 
many  distinguished  guests  contributed  to  the  pres- 
entations. The  meetings  culminated  with  an  ad- 
dress at  the  annual  banquet  by  Colonel  Fred  W. 
Rankin,  M.C.,  U.  S.  Army,  President-elect  of  the 
American  Medical  Association. 

The  Rhode  Island  Medical  Society  was  honored 
by  having  two  of  its  members  present  papers  by 
invitation  during  the  scientific  session  on  June  3rd. 
Dr.  Albert  H.  Miller  of  Providence  addressed  the 
section  on  anesthesia  with  a paper  on  “New  Eng- 
land— The  Cradle  of  Anesthesia  in  America.”  Dr. 
Charles  Bradley  of  East  Providence  addressed  the 
Hezekiah  Beardsley  Pediatric  Society,  which  con- 
venes as  the  section  on  pediatrics  of  these  annual 
meetings,  with  a paper  entitled,  “Diagnostic  and 
Therapeutic  Aspects  of  the  Problem  of  Behavior 
Disorders  in  Children.” 

The  Rhode  Island  Medical  Journal  is  happy 
to  convey  to  the  State  Medical  Society  of  our  sister 
state  the  greetings  and  congratulations  of  all  Rhode 
Island  physicians  as  this  milestone  of  medical  prog- 
ress passes  into  history. 


ANNUAL  MEETING  LARGELY 
ATTENDED. 

The  1942  meeting  of  the  Rhode  Island  Medical 
Society  held  in  Providence  June  3rd  and  4th  en- 
joyed the  largest  attendance  in  recent  years.  Regis- 
trations for  the  scientific  sessions  at  the  Medical 


Library  totaled  two  hundred  and  sixteen  members 
of  the  Society,  forty-seven  physicians  who  are  not 
members  of  the  Society,  and  thirty-nine  other 
guests  or  a total  of  three  hundred  and  two.  The  an- 
nual dinner  held  at  the  Agawam  Hunt  Club  on  the 
evening  of  June  4th  was  attended  by  two  hundred 
and  forty-seven  members  and  guests,  which  is  a 
greater  attendance  than  at  any  meeting  within  re- 
cent years.  High  spots  of  the  1942  meeting  were 
the  usual  hospital  clinics  on  the  mornings  of  both 
days,  a less  crowded  program  of  scientific  papers  in 
the  afternoon  than  on  previous  occasions,  a recep- 
tion for  members  and  guests  at  the  Agawam  Hunt 
Club  in  the  late  afternoon  of  June  3rd,  and  the  an- 
nual dinner  with  conspicuously  timely  and  interest- 
ing addresses  by  members  and  guests.  The  com- 
mercial exhibits,  which  were  held  for  the  first  time 
in  the  basement  floor  of  the  Medical  Library,  had  a 
good  registration,  and  exhibitors,  whose  good  will 
and  enthusiasm  do  much  to  vitalize  our  annual 
meetings,  were  all  well  satisfied.  This  unusually 
well-attended  meeting  in  the  first  year  of  the  pres- 
ent war  speaks  well  for  the  enthusiasm  and  increas- 
ing support  of  the  State  Society’s  activities,  and  is 
particularly  gratifying  to  the  officers  and  committee 
members  whose  energy  promotes  these  meetings. 


RHODE  ISLAND  MEDICAL  SOCIETY 

HOUSE  OF  DELEGATES 
Special  Meeting 

A special  meeting  of  the  House  of  Delegates  of 
the  Rhode  Island  Medical  Society  was  held  at  the 
Medical  Library  June  19,  1942  at  8 P.  M.  The 
President,  Dr.  Charles  F.  Gormly,  was  in  the  Chair. 

Dr.  Gormly  stated  that  there  was  an  acute  short- 
age of  resident  physicians  at  the  State  Hospital  for 
Mental  Diseases,  the  Exeter  School  and,  possibly, 
other  State  Institutions  ; that  the  Governor  wished 
to  appoint  alien  physicians  to  these  positions  but 
before  doing  so  wished  to  have  the  approval  of  the 
Rhode  Island  Medical  Society. 

The  Secretary  read  letters  from  the  Caduceus 
Club  and  the  Pawtucket  Medical  Association  ap- 
proving the  appointment  of  alien  physicians  if  this 
is  essential  to  the  welfare  of  our  citizenry,  pro- 
vided that  such  service  should  not  qualify  the  afore- 
mentioned refugee  physicians  as  eligible  for  licen- 
sure in  this  State. 
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Dr.  Gormly  read  several  letters  from  individual 
physicians  protesting  against  such  appointments. 
After  discussion  by  several  members.  Dr.  Alex  M. 
Burgess  introduced  the  following  resolution: — 
“Be  it  resolved  that  the  House  of  Delegates  of 
the  Rhode  Island  Medical  Society  at  a special  meet- 
ing this  day.  June  19th,  1942,  approves  the  employ- 
ing of  alien  physicians,  not  licensed  in  the  State  of 
Rhode  Island,  by  the  State  Institutions. 

“ Be  it  further  resolved,  that  the  Rhode  Island 
Medical  Society  approves  the  suspension  by  the 
Governor,  of  the  Civil  Service  regulation  requiring 
citizenship  by  all  employees  of  the  State  Institu- 
tions, as  an  emergency  war  measure,  and  as  it  re- 
lates to  the  so  called  alien  physicians.” 

After  discussion,  the  motion  as  introduced  by 
Dr.  Burgess  was  adopted. 

The  Secretary  was  instructed  by  the  President  to 
send  a copy  of  the  Resolution  to  the  Governor,  the 
Director  of  Social  Welfare  and  the  Superintendent 
of  the  State  Hospital  for  Mental  Diseases. 

Dr.  Gormly  then  told  the  House  of  Delegates 
about  recent  bills  in  Congress  regarding  osteopaths 
in  the  armed  forces.  The  Secretary  read  excerpts 
from  a communication  from  the  Legal  Department 
of  the  American  Medical  Association  which  ex- 
plained that  the  hill  to  authorize  commissions  in  the 
armed  forces  of  osteopaths  had  been  rejected  by  the 
Senate.  The  bill  authorizing  the  employment  of 
osteopaths  as  internes  had  passed  and  was  now  law 
although  no  osteopaths  had  yet  been  employed. 

A Resolution  was  passed  : — 

“The  House  of  Delegates  of  the  Rhode  Island 
Medical  Society  goes  on  record  as  being  opposed 
to  the  lowering  of  standards  of  licensure  for  phy- 
sicians in  Rhode  Island.” 

There  being  no  other  business  to  come  before 
the  House,  the  meeting  adjourned  at  10  P.  M. 

Respectfully  submitted, 

William  P.  Buffl^m,  Secretary. 


COMMITTEE  ON  EDUCATION 

The  fifteen-minute  radio  talks  which  have  now 
been  running  continuously  since  December  1938, 
over  Station  WPRO  every  Sunday  afternoon  at 
1 :30  p.  m.,  have  been  continued  without  letup,  and 
it  is  apparent  from  the  many  letters  and  requests 
for  copies  of  talks  that  our  audience  is  a growing 
and  enthusiastic  one.  Forty-seven  radio  talks  have 
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been  given  in  the  past  year  of  which  the  following 


is  a list : 

119. 

Mav  11 

Blue  Cross  Program 

120. 

May  18 

Sub-acute  Bacterial  Endocarditis 
Dr.  A.  Henry  Fox,  Riverside,  R.  I. 

121. 

May  25 

The  Training  of  a Nurse 

Miss  Edna  G.  Myers,  Providence,  R.  I. 

122. 

June  1 

Electrocardiography 

Dr.  Frank  B.  Cutts,  Providence,  R.  I. 

123. 

June  8 

Foods  and  the  National  Emergency 
Dr.  William  L.  Leet,  Providence,  R.  I. 

124. 

June  15 

Sinusitis 

Dr.  Frank  L.  Burns,  Providence,  R.  I. 

125. 

June  22 

Medical  Lessons  Learned  from  the  Se- 
lective Service  Act 

Major  Lloyd  C.  Wilson,  Providence,  R.  I. 

126. 

June  29 

The  Changing  Aspect  of  Military  Medi- 
cine 

Major  Harold  I.  Rogell,  Fort  Getty,  R.  I. 

127. 

July  6 

Tumors  of  the  Skin 

Dr.  William  B.  Cohen,  Providence,  R.  I. 

128. 

July  13 

The  Role  of  the  Woman  Physician 
Dr.  Kathleen  M.  Barr,  Providence,  R.  I. 

129. 

July  20 

Recent  Advances  in  Obstetrics 

Dr.  George  E.  Bowles,  Providence,  R.  I. 

130. 

July  27 

Typhoid  Fever 

Dr.  Duncan  Ferguson,  Jr.,  Pawtucket, 
R.  I. 

131. 

Aug.  3 

Recent  Advances  in  Allergy 

Dr.  William  S.  Fain,  Providence,  R.  I. 

132. 

Aug.  10 

Infections  of  the  Hand 

Dr.  Anthony  Corvese,  Providence,  R.  I. 

133. 

Aug.  17 

Arthritis 

Dr.  S.  J.  P.  Turco,  Peacedale,  R.  I. 

134. 

Aug.  24 

The  Spleen 

Dr.  Howard  W.  Umstead,  Pawtucket, 
R.  I. 

135. 

Aug.  31 

Recent  Advances  in  Fracture  Treatment 
Dr.  Henry  McCusker,  Providence,  R.  I. 

136. 

Sept.  7 

Psychiatry — A Brief  Scrutiny 
Dr.  Hugh  E.  Kiene,  Providence,  R.  I. 

137. 

Sept.  14 

The  General  Physical  Examination 
Dr.  Alex  M.  Burgess,  Providence,  R.  I. 

138. 

Sept.  21 

Surgery  in  the  Navy 
Commander  William  A.  Stoops,  New- 
port, R.  I. 

139. 

Oct.  5 

The  Modern  Conception  of  Heart  Disease 
Dr.  F.  B.  Agnelli,  Westerly,  R.  I. 

140. 

Oct.  12 

The  Nurse  in  National  Defense 
Sarah  Hall,  R.N.,  Providence,  R.  I. 

141. 

Oct.  19 

Surgery  of  Infancy  and  Childhood 
Dr.  Henry  B.  Moor,  Providence,  R.  I. 

142. 

Nov.  2 

The  Importance  of  X-ray  in  Medicine 
Dr.  William  J.  Butler,  Pawtucket,  R.  I. 

143. 

Nov.  9 

Diabetes 

Dr.  Rawser  P.  Crank,  Auburn,  R.  I. 

144. 

Nov.  30 

Tuberculosis  Today 

Dr.  John  C.  Ham,  Providence,  R.  I. 

145. 

Dec.  7 

Defend  Hearing 

Dr.  Frank  M.  Adams,  Providence,  R.  I. 

146. 

Dec.  14 

Arteriosclerosis 

Dr.  William  P.  D’Ugo,  Providence,  R.  I. 

147. 

Dec.  21 

Bombs  and  Children 

Dr.  Charles  Bradley,  East  Providence, 
R.  I. 

148. 

Dec.  28 

Adult  Heart  Disease 
Dr.  Alex  M.  Burgess,  Jr.,  Providence, 
R.  I. 

149. 

Jan.  4 

The  Blue  Cross  Today 

Mr.  Stanley  H.  Saunders,  Providence, 


R.  I. 


RHODE  ISLAND  MEDICAL  JOURNAL 


CLINICAL  PATHOLOGIC  CONFERENCES 


167 


July,  1942 

150.  Jan.  11 

151.  Jan.  18 

152.  Feb.  8 

153.  Feb.  15 

154.  Feb.  22 

155.  Mar.  1 

156.  Mar.  8 

157.  Mar.  IS 

158.  Mar.  22 

159.  Mar.  29 

160.  Apr.  5 

161.  Apr.  12 

162.  Apr.  19 

163.  Apr.  26 

164.  May  3 

165.  May  10 


Pneumonia 

Dr.  Samuel  D.  Clark,  Bristol,  R.  I. 

The  Care  of  Your  Child  in  Winter 
Dr.  Reginald  A.  Allen,  Providence,  R.  I. 
The  Cancer  Problem 
Dr.  Herman  C.  Pitts,  Providence,  R.  I. 
The  Crippled  Child 

Dr.  William  A.  Horan,  Providence,  R.  F 
Burns 

Dr.  S.  J.  Goldowsky,  Providence,  R.  I. 
Conditions  Confused  as  Diabetes 
Dr.  Irving  A.  Beck,  Providence,  R.  I. 
The  Red  Cross  Motor  Corps 
Lieut.  Helen  Stuart 
Oxygen  Therapy 

Dr.  Meyer  Saklad,  Providence,  R.  I. 

The  Sulfonamide  Drugs 

Dr.  P.  I.  O’Rourke,  Providence,  R.  I. 

Drug  Addiction 

Dr.  Thad  Krolicki,  Pawtucket,  R.  I. 
Recent  Advances  in  Surgery  of  the 
Stomach 

Dr.  R.  D.  Richardson,  Providence,  R.  I. 
Medicine  and  Civilian  Defense 
Dr.  J.  C.  O’Connell,  Providence,  R.  I. 
Nervous  Indigestion 
Dr.  Samuel  Morein,  Providence,  R.  I. 
The  Importance  of  Health  to  Boys  and 
Girls 

Dr.  Henry  E.  Utter,  Providence,  R.  I. 
High  Blood  Pressure 
Dr.  Clifton  B.  Leech,  Providence,  R.  I. 
The  Gall  Bladder  — Its  Diseases  and 
Treatment 

Dr.  John  E.  Ruisi,  Westerly,  R.  I. 


3,418  letters  have  been  received  by  your  com- 
mittee from  the  general  public  requesting  copies 
of  these  talks  and  this  same  number  have  been 
mimeographed  and  mailed  to  the  radio  audience. 
There  are  seven  who  call  for  a copy  of  each  lecture. 
This  regular  mailing  list  includes  Miss  Macdonald 
at  the  Public  Health  Library ; Mr.  Chapman  from 
the  Y.M.C.A. ; Mr.  Bartley  from  the  R.  I.  Phar- 
maceutical Society;  and  Mr.  Dunham  from  the 
Red  Cross.  Many  of  the  letters  received  contain 
not  only  requests  but  expressions  of  appreciation. 

It  is  the  belief  of  your  committee  that  these  radio 
talks  should  again  be  continued  as  in  the  past.  We 
wish  to  express  our  thanks  to  Miss  Dickerman  and 
her  associates  and  to  Mr.  John  Farrell,  Executive 
Secretary  of  the  Providence  District  Society,  for 
the  work  and  assistance  which  they  have  rendered 
to  the  committee.  We  wish  also  to  express  our 
thanks  to  Station  WPRO  for  its  courtesy  in  giving 
us  time,  to  Blanding  & Blanding,  Inc.  for  the  ad- 
vertising which  has  been  freely  contributed,  and  to 
the  many  members  of  the  profession  who  have  by 
their  cooperation  and  suggestions  been  of  invalu- 
able aid. 

Respectfully  submitted, 

Jesse  P.  Eddy,  3rd,  M.D.,  Chairman. 


CLINICAL-PATHOLOGIC  CONFERENCES 
OF  THE  RHODE  ISLAND  HOSPITAL 

Dr.  B.  Earl  Clarke,  Editor 

CASE  RECORDS  AS  USED  IN  THE  BI-WEEKLY 
OPEN  MEETINGS. 

Case  presented  by  Dr.  Kenneth  G.  Burton 

R.  C.  a Sl/2  year  old,  white,  male,  native  child  of 
French  extraction,  admitted  to  the  R.  I.  H.  August 
7,  1940  and  discharged  against  advice  Oct.  1,  1940. 
C.  C.:  Left  arm  painful. 

P.  I.:  This  child  was  admitted  to  this  hospital  on 
the  recommendation  of  the  Orthopedic  O.  P.  D. 
clinic  for  a biopsy  of  the  left  arm.  The  history 
states  that  he  was  well  until  three  months  before, 
when  he  fell  and  sustained  a fracture  of  the  left 
humerus.  X-rays  were  said  to  show  a fracture 
through  an  area  of  abnormal  bone.  We  do  not  know 
where  the  child  was  treated,  nor  have  we  access  to 
those  x-rays.  The  arm  was  supported  in  a sling 
and  there  was  no  other  treatment.  He  continued 
to  have  pain  and  disability  and  was  brought  to  the 
O.  P.  D.  clinic. 

X-ray  was  taken  on  July  30,  1940  and  was  re- 
ported as  follows  : Exam,  of  the  It.  shoulder  region 
shows  a multilocular  cystic  area  in  the  upper  one- 
third  of  the  shaft  of  the  humerus  extending  to  the 
epiphyseal  line.  There  is  a definite  break  in  the 
cortex  of  the  outer  portion  of  the  humerus  about 
one  inch  below  the  epiphyseal  line  due  to  an  in- 
complete pathological  fracture.  Findings  simulate 
a benign  giant  cell  tumor.  Would  advise  further 
study  including  biopsy  as  malignant  bone  tumor 
cannot  be  definitely  excluded.  He  was  referred  to 
the  house  for  biopsy. 

After  admission,  additional  history  of  the  P.  I. 
was  revealed  by  a letter  from  the  Children’s  Hos- 
pital of  Boston  which  stated  that  the  child  had  been 
seen  in  that  hospital  on  May  7,  1940  with  a history 
of  a fracture  of  the  left  upper  arm,  one  year  pre- 
viously, and  with  obvious  deformity  of  the  upper 
end  of  the  arm  and  evidence  of  non-union.  Patient 
was  placed  on  their  waiting  list  but  never  returned. 
They  had  no  x-rays.  This  is  contradictory  to  the 
history  given  to  us,  but  is  probably  highly  im- 
portant. 

P.  H.:  Appendectomy  — otherwise  negative  or 
unreliable. 
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F.  H.:  Not  stated. 

Review  of  Systems:  Stated  as  negative. 

P.  E.:  On  admission  revealed  the  following  posi- 
tive findings : T 99,  P 98,  R 24.  A well  developed 
and  well  nourished,  white,  male  child  with  left  arm 
in  a sling.  Tonsils  hypertrophied  and  cryptic.  Faint 
apical  systolic  murmur.  Well  healed  right  lower 
quadrant  scar.  Swelling  and  induration  of  tissues 
about  upper  end  of  left  humerus  and  over  shoulder. 
Active  and  passive  motion  guarded  and  limited. 
On  abduction  the  scapula  rotated  with  the  arm.  A 
different  examiner  stated  that  “Examination  of 
the  left  shoulder  shows  no  abnormal  appearance 
of  the  general  contour  of  the  joint — slight  deltoid 
atrophy — all  motions  of  the  shoulder  are  weak  and 
moderately  painful.  The  upper  end  of  the  humerus 
through  the  soft  tissues  is  felt  swollen.  No  en- 
larged glands.  No  neurological  or  circulatory  dis- 
turbance evident". 

Laboratory  Findings:  The  urine  examined  on 
numerous  occasions  was  negative.  Repeated  throat 
cultures  showed  hemolytic  streptococcus.  On 
August  8th  and  August  21st  the  Wasserman  and 
Hinton  were  negative.  August  8th — Hg.  84 % ; 
RBC  4,260,000;  WBC  13,750;  Polys  88;  Smear 
normal. 

Aug.  8th — Urea  11  ; Glucose  81  ; Calcium  8.9; 
Phosphorus  4.2.  Sept.  4th — Smear  from  left  hum- 
erus (at  biopsy)  showed  no  pus  or  organisms.  Cul- 
ture from  left  humerus  (at  biopsy)  was  sterile. 

X-ray  Reports:  August  21,  1940 — In  compari- 
son with  the  previous  films,  there  appears  to  he 
some  new  hone  formation  at  the  outer  end  of  the 
cortex  beneath  the  deltoid  muscle.  The  process  has 
extended  and  involves  the  epiphyseal  head. 

September  10,  1940:  The  chest  shows  no  evi- 
dence of  metastatic  disease  or  other  abnormalities. 

Progress:  August  9th — Fever  of  101.  Throat 
cultures  show  hemolytic  strep  and  patient  was  bar- 
riered. 

His  fever  subsided  in  a few  days  except  for  fre- 
quent rise  to  99,  although  he  continued  to  have 
positive  throat  cultures. 

He  received  prontylin  gr.  V every  four  hours 
from  Aug.  29th  to  Sept.  4th,  hut  the  positive  cul- 
tures persisted. 

Sept.  4th — Biopsy  of  left  humerus.  Postopera- 


tive course  was  apparently  uneventful.  He  had  fre- 
quent rise  of  temperature  to  99  or  99.5. 

Oct.  1st — Discharged  against  advice. 

The  diagnosis  in  this  case  is  largely  a question 
of  X-ray  interpretation,  and,  of  course,  the  histo- 
logical examination  of  the  biopsy  specimen.  The 
history  is  of  little  help  and  is  contradictory.  In 
spite  of  the  history  given  at  our  hospital,  we  must 
accept  the  fact  that  the  child  had  something  the 
matter  with  his  arm  as  far  back  as  sometime  in 

1939.  According  to  the  note  from  the  Children’s 
Hospital,  he  had  deformity  and  non-union  in  May, 

1940,  and  his  symptoms  were  then  a year  old.  This 
history  will  hear  some  inspection  because  non-union 
at  that  age  is  very  rare.  At  any  rate,  the  disease  was 
certainly  not  a fulminating  one  in  the  beginning. 

His  progress  in  the  hospital  is  of  little  help,  ex- 
cept that  I judge  he  was  not  acutely  ill.  The  labora- 
tory data  is  all  essentially  negative.  His  only  white 
blood  count  was  elevated,  but  that  could  have  been 
due  to  his  throat  infection. 

We  have  two  sets  of  X-rays,  23  days  apart.  The 
first  ones,  before  admission,  show  a multilocular 
lesion  involving  the  metaphysis  and  upper  portion 
of  the  shaft,  with  symmetrical  expansion  of  the 
cortex.  There  is  an  incomplete  fracture,  hut  no 
other  break  in  the  continuity  of  the  cortex.  This 
is  important  to  remember,  as  well  as  the  fact  that 
there  is  no  periosteal  reaction. 

The  second  set  of  films  show  several  changes. 
I think  there  is  further  expansion  of  the  cortex  and 
the  lesion  has  invaded  upwards  to  include  the  last 
bit  of  metaphysis.  There  is  also  a change  in  the 
epiphysis.  The  X-ray  Department  reports  involve- 
ment of  the  epiphysis.  This  is  perhaps  true,  or  the 
appearance  may  be  due  only  to  absorption  of  lime 
salts  in  that  portion  of  the  epiphysis.  I am  not  sure 
of  this  point  mvself,  and  it  is  a pertinent  factor. 
Certainly  there  is  more  distortion  of  the  epiphyseal 
line  itself.  There  is  some  increased  density  of 
some  of  the  trabeculations  crossing  the  lesion,  which 
is  consistent  with  the  repair  of  the  fracture.  Also 
there  is  now  a definite  periosteal  reaction  on  the 
same  side  as  the  fracture.  I presume  that  this  is 
reaction  to  the  fracture.  Here  is  another  question 
which  I cannot  answer.  If  the  periosteal  reaction 
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is  due  only  to  the  fracture,  why  do  we  not  see  it  in 
the  first  films  also?  The  fracture  was  then  sup- 
posedly three  months  old.  There  is  no  reaction  to 
be  seen  and  yet  there  is  a definite  reaction  only  23 
days  later. 

In  the  differential  diagnosis  I rule  out  three  com- 
mon bone  affections  first : — tuberculosis,  syphilis 
and  osteomyelitis. 

Now,  what  type  of  tumor  best  fits  our  picture? 
We  have  a central,  expanding,  destructive  process 
in  the  metaphysis,  associated  with  fracture,  but 
without  any  other  break  in  the  cortex ; without 
periosteal  reaction  of  its  own ; and  may  be  or  may 
be  not  crossing  the  epiphyseal  line  ; in  a child  of  5)4 
with  symptoms  for  a year  and  a half.  Is  it  a hone 
cyst  or  some  other  form  of  osteitis  fibrosa  cystica ; 
giant-cell  tumor ; chondroma  ; chondroblastic  sar- 
coma, or  some  form  of  osteolytic  sarcoma? 

Chondroma:  This  case  has  somewhat  the  X-ray 
appearance  of  a central  chondroma,  but  that  tumor 
is  exceedingly  rare  in  the  long  bones. 

Chondroblastic  Sarcoma:  This  is  a possible  diag- 
nosis, though  it  is  quite  an  unusual  tumor.  The  child 
is  a little  young,  (usual  age  incidence  10  to  20)  ; 
the  disease  is  more  acute  than  in  our  case,  and  is 
seldom  complicated  by  fracture.  The  location  is 
ideal.  This  tumor  is  believed  to  start  in  the  meta- 
physis and  invade  the  epiphysis,  which  is,  perhaps, 
exactly  what  ours  has  done.  On  the  other  hand, 
it  always  is  accompanied  by  periosteal  reaction,  and 
I am  going  to  assume  that  the  reaction  in  our  case 
is  due  to  fracture. 

Osteolytic  Sarcoma : I mention  this  tumor  because 
Geschicketer  and  Copeland  say  it  is  often  confused 
with  osteitis  fibrosa  cystica  or  giant-cell  tumor.  In 
50%  of  the  cases  it  is  associated  with  fracture.  It 
has  the  same  location  as  our  tumor,  but  it  does  not 
expand  the  hone  much  and  there  is  early  perfora- 
tion of  the  bone  shell.  This  does  not  fit  into  our 
picture. 

Benign  Giant-Cell  Tumor:  The  age  of  our  pa- 
tient is  against  this  diagnosis,  as  it  is  usually  a 
disease  of  adults.  It  has  a much  shorter  clinical 
course  than  our  history  would  indicate.  The  tumor 
is  asymmetrically  placed  and  the  bone-shell  is  usu- 
ally perforated. 


Bone  Cyst:  In  most  respects  this  best  fits  the 
picture.  It  is  the  most  common  of  the  lesions  we 
have  considered.  The  age  is  favorable,  though  our 
patient  is  a little  young.  The  history  of  discovery 
because  of  fracture  is  typical.  The  average  dura- 
tion of  symptoms  is  stated  as  2)4  years,  and  that 
is  consistent  with  our  case.  The  location  of  the 
tumor ; the  central  destruction  with  symmetrical 
expansion;  the  intact  bone  shell  and  the  lack  of 
periosteal  reaction,  all  fit  our  case.  However,  one 
glaring  inconsistency  which  I cannot  dismiss, 
makes  it  hard  to  accept  this  diagnosis.  A bone  cyst 
is  presumably  an  “arrested  lesion’’.  Our  X-rays 
showed  progression  in  23  days  ; there  was  more  ex- 
pansion of  the  cortex,  a larger  area  of  destruction, 
and  there  is  again  the  question  of  whether  or  not 
there  is  invasion  across  the  epiphyseal  line. 

Osteitis  Fibrosa  Cystica:  Closely  related  to  the 
above  bone  cyst  is  the  acute  hone  cyst.  This  is  some- 
times called  the  giant-cell  variant  of  the  bone  cyst. 
Both  are  forms  of  osteitis  fibrosa  cystica.  It  bor- 
ders directly  on  the  epiphyseal  line  and  contains 
some  giant-cell  areas.  Another  related  condition 
is  known  as  polycystic  osteitis  fibrosa.  These  lesions 
are  progressive  by  a sort  of  budding  ofif  of  small 
cavities.  This  could  explain  the  growth  of  our 
tumor  in  the  time  between  X-rays.  These  latter 
variations  of  osteitis  fibrosa  cystica  are  not  too 
clear  in  my  mind,  but  as  I understand  them  they 
could  explain  the  discrepancies  which  exist  between 
the  typical  hone  cyst  and  the  lesion  in  our  case. 

Therefore,  this  is  my  diagnosis : I believe  this 
child’s  lesion  is  a form  of  osteitis  fibrosa  cystica, 
not  the  more  common  solitary  hone  cyst,  hut  rather 
one  of  the  more  progressive  forms,  such  as  the  so- 
called  giant-cell  variation  of  the  bone  cyst. 

X-ray  Discussion 

Dr.  Batchelder:  There  is  a little  break  in  the  con- 
tour of  the  lateral  portion  of  the  upper  end  of  the 
humerus,  which  may  be  a pathological  fracture. 
There  is  an  area  of  periosteal  rarefaction  at  the 
same  point.  In  the  interval,  there  has  been  some 
change  in  the  width  of  the  cortex.  Widening  in  the 
epiphyseal  line  is  probably  significant  in  that  it 
means  a further  expansion  of  the  process. 
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To  come  back  to  the  original  film  and  the  evi- 
dence in  which  we  thought  there  was  probably  a 
giant  cell  tumor  with  the  obvious  areas  of  fracture, 
was  the  expansion  in  the  width  of  the  hone,  thin- 
ning of  the  cortex,  and  trabeculation  running  criss- 
cross across  the  lesion.  The  benign  giant  cell  tumor 
does  just  that.  There  is  no  evidence  of  the  peri- 
benign  malignant  bone  condition.  Conclusion  was 
finds  and  that  would  determine  the  probability  of  a 
osteal  reaction  of  spicule  formation  that  one  usually 
that  it  probably  was  a benign  condition  near  the 
end  of  hone  up  to  the  epiphyseal  line,  hut  not  cross- 
ing it.  In  this  one  it  is  attempting  to  cross  by  push- 
ing the  ephiphysis  and  diaphysis  apart.  That  is 
evidence,  at  least,  of  a rapidly  growing  lesion  which 
represents  further  evidence  of  some  involvement 
of  the  epiphysis.  No  suggestion  of  atrophy,  hut 
rather  disuse,  with  active  involvement  of  a similar 
process.  The  areas  of  periosteal  reaction  is  satis- 
factorily explained  on  the  basis  of  repair  and  does 
not  have  the  spicule  formation  which  we  usually 
associate  with  malignant  hone  tumor.  Chest  films 
negative. 

Dr.  Burton:  Diagnosis  lies  in  the  x-ray  findings. 
History  is  of  no  help  and  is  at  times  contradictory. 
We  assume  the  disease  is  not  a primary  one  in  any 
way,  and  is  at  least  1 y2  years  old.  There  was  non- 
union of  hone  when  the  patient  was  at  the  Chil- 
dren’s Hospital,  and  I think  non-union  in  a child  of 
that  age  is  unusual. 

Dr.  Clarke:  Any  discussions  of  Dr.  Burton’s 
case  ? 

Dr.  Bowman:  Do  you  expect  more  evidence  of 
hyperparathyroid  activity  in  this  case? 

Dr.  Burton:  There  are  several  forms  of  osteo- 
genic cystica  in  localized  forms,  and  fall  into  three 
or  four  divisions,  which  are  not  too  clear  to  me. 
This  one  might  be  in  the  subdivision  which  gen- 
erally involves  parathyroid  hyperactivity  with 
several  locations  in  the  skeleton.  This  one  is  ap- 
parently a little  hit  different  in  that  it  has  one  lo- 
cation. 

Dr.  Porter:  Are  there  no  other  hone  x-rays? 

Dr.  Burton:  There  was  one  of  the  shoulder. 

Dr.  B.  Earl  Clarke:  Dr.  Burton  did  not  have  the 
biopsy  report.  We  received  only  three  tiny  hits  of 


tissue.  The  largest  was  6 m.m.  in  its  greatest  diam- 
eter, so  we  did  not  have  much  to  work  with.  At 
first  glance  at  the  histological  preparations  it  ap- 
peared to  be  a giant  cell  tumor.  However,  we  were 
disturbed  by  the  spindle  cell  portion,  between  the 
giant  cells.  These  varied  in  size  and  shape  and 
there  was  a hit  of  osteoid  tissue  formation.  I had 
seen  two  cases  with  similar  histology  that  later 
proved  to  he  malignant.  The  sections  were  sub- 
mitted to  several  pathologists  in  Boston  and  it  was 
the  consensus  of  opinion  that  this  was  a malignant 
tumor.  Radical  surgery  was  advised.  The  patient 
was  then  discharged  against  advice. 

Later  he  turned  up  at  the  Children’s  Hospital  in 
Boston.  On  the  basis  of  our  material  they  advised 
operation  and  Dr.  Ladd  did  a shoulder  girdle  re- 
section. Dr.  Farber  sent  me  sections  from  the 
abundant  material.  There  were  areas  typical  of 
osteogenic  sarcoma. 

The  postoperative  course  was  uneventful.  He 
was  in  good  condition.  The  family  was  uncoopera- 
tive and  they  lost  sight  of  him  in  December,  1941. 
At  that  time  he  was  apparently  all  right. 

This  then  is  a maligant  tumor  that  pathologically 
resembled  a benign  giant  cell  tumor.  The  important 
question  is,  can  a benign  giant  cell  tumor  change  to 
become  malignant?  If  so,  then  all  giant  cell  tumors 
should  he  considered  potentially  malignant  and 
radical  treatment  indicated.  I do  not  know  that  we 
can  he  certain  about  this  hut  I feel  that  when  we 
have  a biopsy  with  typical  histology  of  a benign 
giant  cell  tumor  conservative  treatment  is  justified. 
On  the  other  hand  changes  such  as  were  found  in 
this  case  probably  were  present  from  the  begin- 
ning and  signify  malignancy. 

Pathologic  diagnosis:  Osteogenic  sarcoma. 

Dr.  Batchelder:  This  brings  out  that  diagnosis 
cannot  he  made  by  x-ray  conclusively.  Very  often 
it  depends  on  biopsy,  and  certainly  we  can  he  a lot 
more  certain  with  biopsy.  X-rays  are  not  proof, 
generally. 

Incidentally,  I saw  the  films  at  the  Children’s 
Hospital  after  the  patient  left.  They  showed  a 
lesion  about  tw'ice  the  size  as  shown  here  at  that 
time  and  a definite  break  of  the  cortex. 
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BOOK  REVIEWS 

Management  of  the  Sick  Infant  and  Child  by  Lang- 
ley Porter,  M.D.  and  William  E.  Carter,  M.D.  C.  V. 
Mosby  Co.,  1942. 

This  6th  edition  of  the  well  known  text  book  on  Pedi- 
atrics is  even  better  than  the  previous  editions.  It  brings 
the  text  up  to  date  with  the  revision  and  additions. 

The  book  is  divided  into  twenty-seven  chapters  each  tak- 
ing up  some  special  subject  dealing  with  the  sick  child.  Of 
course  the  regular  subjects  are  well  cared  for  but  certain 
chapters  are  of  especial  interest.  General  considerations,  a 
chapter  for  the  general  practitioner  is  most  worth  while. 
Besides  chapters  on  the  specific  illnesses  there  are  chapters 
on  subjects  of  especial  interest  such  as  pain,  fever,  cough, 
prematurity,  etc.  A chapter  on  behaviour  and  one  on  skin 
diseases  are  of  great  usefulness  because  they  are  not  always 
found  in  the  general  text  book.  Allergy  and  infectious  di- 
seases are  also  chapters  of  great  interest  to  the  average 
doctor. 

The  chapter  on  methods  with  its  95  pictures  is  extremely 
valuable  to  all  who  are  not  familiar  with  Pediatric  pro- 
cedures and  the  chapter  on  drugs  and  poisoning  is  most 
helpful. 

I believe  that  this  text  is  one  of  the  best  on  Pediatrics 
and  should  be  available  to  all  who  do  not  own  a suitable 
text. 

John  Langdon,  M.D. 

Carcinoma  and  Other  Malignant  Lesions  of  the 
Stomach  by  Waltman  Walters,  M.D.,  Howard  K. 
Gray,  M.D.,  James  T.  Priestley,  M.D.  and  Associates 
in  the  Mayo  Clinic  and  Mayo  Foundation.  576  pages 
with  178  illustrations  on  143  figures,  2 in  colors. 
$8.50.  W.  B.  Saunders  Company,  1942. 

This  book  is  a review  of  all  cases,  with  a diagnosis  of 
malignant  disease  of  the  stomach,  seen  at  the  Mayo  Clinic 
from  1907  to  1938  inclusive.  There  were  11,000  patients. 
Of  these  cases  6,352  underwent  operations  in  which  there 
were  2,840  resections.  99%  of  these  cases  were  carcinoma  ; 
1%  were  lymphosarcoma,  fibrosarcoma  or  Hodgkins  di- 
sease. 

There  are  twenty-three  chapters,  an  appendix  and  index. 

The  short  chapter  on  roentgenology  by  Kirklin  is  well 
worth  reading  and  emphasizes  the  accuracy  of  X-ray  diag- 
nosis. By  observance  of  technical  details  it  is  possible  to 
make  the  diagnosis  of  gastric  lesions  in  almost  100%  of 
cases.  It  is  not  always  possible  to  differentiate  between 
cancer  and  ulcer.  The  examination  by  X-ray  is  also  a great 
aid  in  determining  the  question  of  operability  and  resect- 
ability. 

In  the  chapter  on  indications  for  treatment,  the  usual 
sites  of  metastasis  are  pointed  out.  The  liver,  umbilicus, 
and  the  left  supraclavicular  space  are  common  sites.  The 
sentinel  node  or  Virchow’s  node  is  situated  above  the 
sternal  end  of  the  left  clavicle.  In  case  of  doubt  it  can  be 
removed  for  examination.  Another  frequent  site  is  Blumer's 
rectal  shelf.  Digital  examination  of  the  rectum  is  advocated 
in  every  suspected  case  of  carcinoma  of  the  stomach. 

The  chapter  on  technic  in  the  operating  room  describes 
the  whole  procedure  from  the  preparation  of  the  room, 
sterilization  of  instruments,  up  to  the  completion  of  the 
operation.  The  instruments  and  sutures  used  in  various 
operations  on  the  stomach  are  given  in  detail.  The  ordi- 
nary instruments  used  in  a laparotomy  are  listed ; for 
gastro-enterostomy  and  resection,  the  additional  special 
instruments  are  listed.  The  method  of  closure  with  sizes 
of  catgut  is  also  described.  One  is  impressed  by  the  com- 
paratively few  and  simple  instruments  used.  These  are  to 
be  found  in  every  hospital. 


There  are  fifty  pages  on  anaesthesia.  This  chapter  in- 
cludes the  estimation  of  the  patient,  preanaesthetic  prepara- 
tion and  medication,  and  the  agents  and  methods  of  anaes- 
thesia. There  are  seven  methods  which  may  be  used  be- 
sides rectal  or  intravenous  anaesthesia.  The  treatment  of 
shock  during  the  operation  is  well  described. 

In  the  avoidance  of  postoperative  pulmonary  complica- 
tions, bronchoscopy  is  advised  as  inspiration  of  the  throat 
and  trachea  to  get  rid  of  mucous  is  important.  Oxygen 
therapy  is  mentioned. 

The  technic  of  the  various  resection  operations  is  de- 
scribed in  detail.  The  longitudinal  muscle  splitting  incision 
is  varied  according  to  the  location  of  the  growth. 

In  gastric  resection,  the  Polya  operation  either  anterior 
or  posterior  is  preferred — 23.8%  for  the  anterior  and  45.6% 
for  the  posterior  operation.  More  recently  only  5%  were 
performed  by  the  anterior  method.  The  posterior  Polya 
modification  of  the  Billroth  II  operation  is  particularly 
well  described  and  well  illustrated.  Partial  closure  of  the 
cut  end  of  the  stomach,  Hofmeister  method,  is  not  recom- 
mended. In  cases  of  very  high  resection  or  short  meso- 
colons, the  anterior  Polya  operation  is  performed. 

The  Billroth  II  operation  is  occasionally  useful  in  de- 
bilitated patients  in  which  case  it  is  done  in  two  stages. 

The  Billroth  I operation  and  sleeve  resection  are  seldom 
performed.  Total  gastrectomy  is  reserved  for  the  excep- 
tional case.  Palliative  gastro-enterostomy  was  performed 
in  951  cases. 

Postoperative  Care.  Avoidance  of  exposure  during  the 
application  of  dressings,  immediate  application  of  heated 
blankets  and  use  of  Scultetus  bandage  are  important. 
Oxygen  and  carbon  dioxide  mixture  for  ventilation  of  the 
lungs  is  valuable.  Semi-sitting  position  in  bed  is  the  best. 
Sips  of  warm  water  are  given  after  48  hours,  and,  on  the 
third  day,  weak  tea,  plain  gelatin,  milk  and  gruel.  After 
this  the  diet  is  gradually  increased. 

In  the  administration  of  fluids,  proctoclysis  is  recom- 
mended. In  this  way  2000  to  2500  cc.  of  fluid  can  be  given 
daily  with  little  discomfort.  Hypodermoclysis  of  physio- 
logical saline  solution  is  also  of  value.  Intravenous  fluids 
are  not  given  without  good  cause.  These  statements,  I be- 
live,  are  sound.  While  it  may  be  simpler  to  give  all  fluid 
by  the  vein,  it  is  not  necessarily  the  best  way.  Furthermore, 
the  necessary  personnel  may  not  always  be  present.  The 
routine  use  of  the  inlying  Levin  tube  is  not  recommended. 
In  some  clinics  this  is  routine. 

Duodenal  fistula  occurs  occasionally.  The  skin  needs 
protection  and  aluminum  paste  or  a paste  of  kaolin  and 
olive  oil  are  used.  Suction  is  used.  It  can  usually  be  avoided 
by  meticulous  closure  of  the  duodenal  stump. 

Roentgenologic  treatment  of  cancer  of  the  stomach  is 
used  only  in  well  selected  cases.  This  is  used  only  on  in- 
operable cases  or  where  operation  has  been  refused,  when 
the  patient’s  general  condition  is  good,  he  has  not  lost 
much  weight  and  strength,  cachexia  is  not  pronounced 
and  evidence  of  extensive  metastasis  is  not  obtained.  In 
some  of  these  cases  substantial  improvement  was  noted  for 
several  months  and  up  to  one  or  two  years. 

The  chapter  on  prognosis  and  end  results  is  very  com- 
plete. 

There  were  10,890  cases  in  which  the  diagnosis  of  malig- 
nancy of  the  stomach  was  established  during  the  period 
from  1907  to  1938  inclusive.  In  the  preparation  of  this 
book,  a painstaking  examination  of  each  case  record  was 
conducted.  There  was  no  operation  in  4,648  cases,  or  42.7%. 

There  were  6,242  operations  or  57.3%.  The  operations 
were  divided  as  follows  : Exploration  only,  2,431  or  22.3%  ; 
palliative  procedure,  1,039  or  9.5%;  resection,  2,772  or 
25.5%. 
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In  the  cases  of  resection,  of  which  there  were  2,772, 
there  were  450  hospital  deaths.  Autopsy  was  performed 
in  368  of  these  cases.  The  causes  of  death  as  found  at 
autopsy  are  given  in  detail. 

In  the  appendix  there  are  very  elaborate  graphs  and 
tables. 

In  conclusion,  this  book  is  a result  of  32  years  experi- 
ence in  10,890  cases  of  malignancy  of  the  stomach.  It  is  a 
complete  monograph  and  gives  the  whole  procedure  from 
diagnosis  to  end  results.  The  book  is  extremely  valuable 
and  interesting  reading.  The  simplicity  of  many  of  the 
procedures  well  allow  the  average  surgeon  to  perform 
them. 

Charles  O.  Cooke,  M.D. 

Synopsis  of  Ano-Rectal  Diseases  — Louis  J.  Hirsch- 
man,  M.D.,  F.A.C.S.  C.  V.  Mosby  Company. 

This  is  a compact  book  of  291  pages  which  reviews  the 
ano-rectal  diseases  more  or  less  from  the  clinicians  stand- 
point. The  phraseology  is  simple  and  direct  and  the  sub- 
ject matter  is  unusually  well  covered.  The  main  emphasis 
is  placed  on  the  minor  pathological  conditions  usually 
found  in  this  region.  The  pathology  and  the  operative  pro- 
cedures are  well  illustrated. 

The  chapters  on  Pruritus  Ani,  Constipation  and  Hem- 
orrhoids stand  out  but  most  all  of  the  chapters  are  good. 
The  author’s  satire  on  the  radio  sales  of  constipation 
remedies  and  bile  stimulators  is  amusing. 

Dr.  Hirschman  offers  many  excellent  suggestions  which 
I believe  worth  mentioning.  Among  them  are : — 

“The  tearing  apart  of  sphincter  fibers  while  a patient  is 
helpless  under  anesthesia  is  brutal,  unjustifiable,  danger- 
ous and  unnecessary.” 

“The  doctors  as  a whole  do  not  give  patients  with  ano- 
rectal diseases  the  thorough  local  and  general  examination 
necessary.” 

In  doing  a hemorrhoidectomy  he  condemns  the  use  of 
sutures  as  “suturing  closes  a potentially  infected  wound.” 
He  also  objects  to  cautery  as  it  causes  too  much  scarring. 

About  the  injection  treatment  of  hemorrhoids,  on  page 
218  he  states,  “It  seems  more  rational  to  remove  the  hem- 
orrhoid by  a cleancut  surgical  excision  under  local  anes- 
thesia and  have  the  patient  up  and  about  on  the  second  to 
fourth  day,  and  the  wound  healed  in  from  a week  to  ten 
days,  than  to  use  uncertain,  palliative  injection  methods.” 

He  repeatedly  condemns  the  soap  suds  enema  as  being 
too  irritating. 

Dr.  Hirschman,  like  most  proctologists,  resents  having 
the  general  surgeon  intrude  on  his  territory  and  on  many 
occasions  he  satisfies  his  whims  by  making  remarks  such 
as,  “In  doing  hemorrhoidectomies  some  surgeons  always 
use  the  lithotomy  position ; most  proctologists  do  not.” 
Such  remarks  are  unnecessary.  The  Ultra  specialists  must 
realize  that  in  small  communities  the  general  surgeon 
must  do  rectal  surgery  and  also  that  there  aren’t  enough 
proctologists  to  go  around. 

One  statement  made  by  Dr.  Hirschman  that  an  in- 
dividual with  megacolon  had  four  or  five  bowel  movements 
a year  seems  rather  fantastic.  If  true  I can’t  help  but 
wonder  at  the  weight  lost  on  each  occasion. 

The  book,  however,  is  excellent  and  should  be  read  by 
all  physicians  whether  they  are  interested  in  proctology 
or  not. 

Anthony  V.  Migliaccio,  M.D. 

Night  of  Flame  by  Dyson  Carter.  Reynal  & Hitchcock, 
New  York. 

“Night  of  Flame”  is  a novel  which  centers  around  a frac- 
ture ward  in  a large  hospital.  The  story  concerns  the  char- 
acterization of  the  patients,  doctors  and  nurses — who  are  all 
a part  of  that  ward.  Some  of  the  characters  are — Gerard 
Stevens,  a young  doctor  engaged  to  Joyce  Rathwell,  daugh- 
ter of  the  hospital’s  wealthiest  benefactor ; Sonnie  Draper, 


the  night  charge  nurse  of  East  Five ; Aileen  Huntley,  a 
student  nurse,  who  imagines  herself  in  love  with  the  young, 
handsome  Dr.  Stevens;  Dr.  Rathwell,  a remarkable  sur- 
geon, whose  renown  has  been  built  mainly  on  his  hands  and 
his  amazing  will  power,  in  a seeming  battle  against  the 
slowness  of  his  brain;  Van  Farman,  a once  famous  flyer 
completely  immobilized  in  a plaster  cast  as  the  result  of  an 
airplane  crash  ; Larry  Canfield,  a young  man  brought  to  the 
hospital  with  a badly  lacerated  thigh,  and  who,  upon  learn- 
ing that  his  leg  is  to  be  amputated,  passes  through  a period 
when  it  is  feared  he  may  become  mentally  ill. 

A fire  breaks  out  in  the  X-ray  storage  vault,  which  is  a 
fire-proof  room  on  the  roof.  Doctors,  nurses  and  patients 
show  their  courage  and  resourcefulness  in  their  fight 
against  this  new  danger  of  death.  East  Five  is  situated  in 
the  old  section  of  the  hospital  and  when  it  starts  to  burn 
there  is  no  possible  way  of  stopping  it,  although  the  fire’s 
progress  is  checked  somewhat  by  the  excellent  work  of  the 
fire  department  men. 

After  this  large  hospital  fire  each  character’s  life  is 
changed  in  some  way.  Dr.  Stevens,  instead  of  marrying  a 
woman  he  does  not  love,  eventually  joins  the  army  to  be 
with  the  Medical  Corps  in  England ; Larry  Canfield  is 
offered  a job  in  Chicago  and  he  and  Aileen  Huntley  decide 
to  be  married  ; Dr.  Rathwell,  whose  hands  are  severely 
burned  in  the  fire,  loses  his  mind  when  he  discovers  that  his 
skilful  hands  are  no  longer  useful.  Among  the  many  who 
lose  their  lives  is  Sonnie  Draper,  who  died  while  attempting 
to  ease  the  last  moments  of  Val  Farman’ s life. 

This  book  shows  a complete  understanding  of  human 
nature  and  a realization  of  the  drama  that  goes  on  in  the 
daily  routine  of  a big  hospital.  It  describes  each  individual’s 
true  character,  deepest  desires — every  emotion — happiness 
and  heart  break. 

It  is  very  good  “leisure  time”  reading  matter. 

Helen  F.  Rossi,  R.N. 


COMING  MEETINGS 


THE  AMERICAN  CONGRESS  OF 
PHYSICAL  THERAPY 
Will  hold  it  twenty-first  annual  scientific  and 
clinical  session  September  9,  10,  11  and  12,  1942, 
inclusive,  at  the  Hotel  William  Penn,  Pittsburgh. 


INTERNATIONAL  COLLEGE 
OF  SURGEONS 
NATIONAL  ASSEMBLY 
Denver,  Colorado 
July  15,  16,  17,  and  18,  1942 

The  United  States  Assembly  of  the  International 
College  of  Surgeons  meets  in  a four-day  session  in 
Denver,  Colorado,  July  15-18.  Headquarters  and 
main  assembly  will  be  at  the  Shirley-Savoy  Hotel. 
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effective,  Convenient 
and  economical 


The  effectiveness  of  Mercurochrome  has  been 
demonstrated  by  twenty  years’  extensive  clinical  use. 


For  the  convenience  of  physicians  Mercurochrome 
is  supplied  in  four  forms — Aqueous  Solution  for 
the  treatment  of  wounds,  Surgical  Solution  for 
preoperative  skin  disinfection,  Tablets  and  Powder 
from  which  solutions  of  any  desired  concentration 
may  readily  be  prepared. 


mm 


( H.W.&D.  Brand  of  dibrom-oxymerctiri- fluorescein-sodium ) 
is  economical  because  solutions  may  be  dispensed 
at  low  cost.  Stock  solutions  keep  indefinitely. 


Mercurochrome  is  accepted  by  the 
Council  on  Pharmacy  and  Chemistry  of 
the  American  Medical  Association. 


Literature  furnished  on  request 

HYNSON,  WESTCOTT  & DUNNING,  INC. 

BALTIMORE,  MARYLAND 


INTOLERANCE  TO  DIETHYLSTIL- 
BESTROL. 

Nausea  and  vomiting  have  been  the  most  fre- 
quent side-effects  following  administration  of  Stil- 
bestrol  (diethylstilbestrol) . A recent  report  (J.A. 
M.A.,  1 19 :400,  May  30,  1942 ) points  out  that  there 
is  a definite  relation  between  these  symptoms  and 
the  nausea  and  vomiting  of  early  pregnancy.  If  one 
will  merely  take  the  time  to  ask  the  prospective  pa- 
tient if  she  had  nausea  and  vomiting  with  a previous 
pregnancy,  it  would  serve  as  a warning  to  give  not 
over  0.25  mg.  daily  as  an  initial  dose.  Desensitiza- 
tion may  be  accomplished  by  giving  0.1  mg.  tablets 
once  daily  for  five  days,  then  increasing  the  dose 
gradually  until  the  therapeutic  level  is  reached. 
Diethylstilbestrol,  Lilly  (formerly  known  as  Stil- 
bestrol)  is  available  in  0.1  mg.  tablets,  as  well  as  in 
larger  doses,  for  oral  administration. 


Non-Allergic 

Formulas 

• 

KARO  is  non-allergic  even 
in  corn-sensitive  infants; 
it  may  be  used  safely  in  for- 
mulas prepared  from  evapo- 
rated, goat’s  or  vegetable 
milk. 


Free  to  Physicians 
"Infant  Feeding  Manual  For 
Physicians"  is  a concise,  helpful 
monograph  containing  specific 
information  and  tested  Karo 
feeding  formulas.  Sent  postpaid. 

• 

Please  Write  Medical  Department 

CORN  PRODUCTS  REFINING  CO. 

17  Battery  Place,  New  York,  N.  Y. 
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Many  physicians  are  becoming  increas- 
ingly aware  of  the  value  of  DR.  LOCKE 
SHOES  in  their  practice.  They  are  finding 
them  most  HELPED L in  aiding  the  reduc- 
tion of  pain  and  swelling  due  to  functional 
decompensation  of  foot  structure. 

Our  staff  understand  your  problem  and 
will  work  with  you. 


SECOND  FLOOR,  W00LW0RTH  BLDG. 
GAS  P E E 8 7 2 8 


PeAA^naliyjed  PmyiaiLed 

MILITARY  STATIONERY 


with  your  choice  of  Army,  Navy, 
Marines,  Air  Corps  or  Navy  Air 
Corps  emblems;  engraved  in 
upper  left  hand  corner  and  with 
individual  name  printed  at  right. 

50  sheets  size  6 14  x 914  with  50 
envelopes  to  match;  packed  in 
attractive  gift  box  for 

$1.00 

Same  quantity  814"  x 11"  sheet 
with  engraved  insignia  only 

$1.00 

Prices  include  delivery  within 
50  miles  of  Providence 

E.  A.  JOHNSON  CO. 

71  PECK  STREET  PROVIDENCE 


YOU'RE  THE  DOCTOR 
We're  the  Nursing  Home! 
• 

The  Dorcus  Convalescent  Home 
is  now  the 

NILES  NURSING  HOME 

and  is  under  the  management  of  Mrs. 
Edith  C.  Niles  who  is  a niece  of  the  Misses 
Dorcus  and  a graduate  of  Roosevelt 
Hospital. 

^ Efficient,  Experienced,  Friendly 
Management 

► Hospital  Cleanliness 

► Excellent  Food,  supervised  by  Dietitian 

► 24  Hour  Service 

► Flexible,  Reasonable  Rates 

NILES  NURSING  HOME 

INCORPORATED 

32  Blackstone  Boulevard,  Providence 
PL  4178  — PL  3485 


SUMMER  DIARRHEA  IN  BABIES. 

Casec  (calcium  caseinate),  which  is  almost  wholly 
a combination  of  protein  and  calcium,  offers  a 
quickly  effective  method  of  treating  all  types  of 
diarrhea,  both  in  bottle-fed  and  breast-fed  infants. 
For  the  former,  the  carbohydrate  is  temporarily 
omitted  from  the  24-hour  formula  and  replaced 
with  8 level  tablespoonfuls  of  Casec.  Within  a day 
or  two  the  diarrhea  will  usually  be  arrested,  and 
carbohydrate  in  the  form  of  Dextri-Maltose  may 
safely  be  added  to  the  formula  and  the  Casec  grad- 
ually eliminated.  Three  to  six  teaspoonfuls  of 
thin  paste  of  Casec  and  water,  given  before  each 
nursing,  is  well  indicated  for  loose  stools  in  breast- 
fed babies.  Please  send  for  samples  to  Mead  John- 
son & Company,  Evansville,  Indiana. 
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Take  no  one’s  word 
but  your  own 

as  to  the  advantages  of  any  one  cigarette  for  patients 
with  irritation  of  the  upper  respiratory  tract  due  to  smoking 

THE  published  studies  on  cigarette  differences  are 
merely  a starting  point.  It  is  only  when  doctors  make 
their  own  tests  ...  on  their  own  patients  who  smoke  . . . that 
they  are  fully  convinced  of  Philip  Morris  superiority. 

That  is  why  we  suggest  that  you  try  Philip  Morris 
on  your  patients.  Your  findings  will  confirm  the  pub- 
lished  studies*  which  showed  that: 

ON  CHANGING  TO  PHILIP  MORRIS 
CIGARETTES,  EVERY  CASE  OF  IRRI- 
TATION OF  THE  NOSE  AND  THROAT 
DUE  TO  SMOKING  CLEARED  COM- 
PLETELY OR  DEFINITELY  IMPROVED. 

Philip  Morris 

PHILIP  MORRIS  & CO.,  LTD.,  INC. 

119  FIFTH  AVENUE,  NEW  YORK,  N.  Y. 


* Laryngoscope,  Feb.  1935,  V ol.  XLV,  No.  2,  149-154.  Laryngoscope,  Jan.  1937,  V ol.  XLVII,  No.  1,  58-60 


TO  THE  PHYSICIAN  WHO  SMOKES  A PIPE:  We  suggest  an  unusually  fine 
new  blend— Country  Doctor  Pipe  Mixture.  Made  by  the  same  process  as  used 
in  the  manufacture  of  Philip  Morris  Cigarettes. 
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RHODE  ISLAND  MEDICAL  JOURNAL 

Owned  by  the  Rhode  Island  Medical  Society  and  published  monthly  under  the  direc- 
tion of  the  Publication  Committee. 

Set  up  and  printed  by  the  Roger  Williams  Press,  E.  A.  Johnson  Company,  71  Peck 
Street,  Providence. 

Prints  the  Transactions  of  the  Rhode  Island  Medical  Society,  the  constituent  District 
Societies,  and  papers  contributed  by  the  members  of  these  societies. 


Subscription 

Per  Year  $2.00.  Single  copies  25  cents. 

YEARLY  ADVERTISING  RATES 


Times 

Inserted 

1 Page 

H Page 

Va  Page 

Vi  Page 

Per 

Insert 

Per 

Year 

Per 

Insert 

Per 

Year 

Per 

Insert 

Per 

Year 

Per 

Insert 

Per 

Year 

12 

$18.00 

$216.00 

$10.80 

$129.60 

$7.20 

$86.40 

$4.80 

$57.60 

6 

21.60 

129.60 

13.20 

79.20 

8.40 

50.40 

6.00 

36.00 

3 

26.40 

79.20 

15.60 

46.80 

10.80 

32.40 

8.40 

25.30 

1 

30.00 

18.00 

13.20 

9.60 

Professional  cards  12  months  $10 

Address  all  communications  to  the  Rhode  Island  Medical  Library 
106  Francis  Street,  Providence,  R.  I. 


OXYGEN 

CARBON  DIOXID-OXYGEN 
MIXTURES 

HELIUM-OXYGEN  MIXTURES 
NITROUS  OXID 
CARBON  DIOXID 
CYCLOPROPANE 

* * * 

OXYGEN  TENTS,  FACE  MASKS 
For  Sale  or  For  Rent 

COUP  BROTHERS 

Dexter  8020 

24  Hour  Service 


ANESTHETIC  GASES 

(Medical) 

Nitrous  Oxid 

Oxygen 

Carbon  Dioxid 

Carbon  Dioxid  - Oxygen 

Helium  - Oxygen 

Cyclopropane 

Complete  Apparatus 
lor  Administration 


SMITH-HOLDE  TkT 
COMPANY 

DExter  0742 


PHYSICIANS  DIRECTORY 
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Eye,  Ear,  Nose  and  Throat 

FRANCIS  L.  BURNS,  M.D. 

Ear,  Nose  and  Throat 

Office  Hours  — 1:00-5:00  P.  M. 
and  by  appointment 

382  Broad  Street  Providence 


FRANK  W.  DIMMITT,  M.D. 

Eye,  Ear,  Nose  and  Throat 
78  Waterman  Street  Providence,  R.  I. 

Hours:  By  appointment 


JOS.  L.  DOWLING,  M.D. 

Practice  limited  to 
Diseases  of  the  Eye 

57  Jackson  Street  Providence,  R.  I. 

1-4  and  by  appointment 


RAYMOND  F.  HACKING,  M.D. 
Practice  limited  to  diseases  of  the  eye 
105  Waterman  Street  Providence,  R.  I. 


GORDON  J.  McCURDY,  M.D. 

Ear,  Nose  and  Throat 
Bronchoscopy  and  Esophagoscopy 
Hours,  by  appointment 
Phone  DExter  5550 

198  Angell  Street  Providence,  R.  I. 


BENJAMIN  FRANKLIN  TEFFT,  M.D. 
Ear,  Nose  and  Throat 

185  Washington  Street  West  Warwick,  R.  I. 
Hours  by  appointment  Phone  Valley  229-R 


HERMAN  A.  WINKLER,  M.D. 

Ear,  Nose  and  Throat 
224  Thayer  Street,  Providence  R.  I. 
Hours  by  appointment  Call  GAspee  4010 


Cardiology 

CLIFTON  BRIGGS  LEECH,  M.D. 
Practice  limited  to 

Diseases  of  the  Heart  and  Circulatory  System 
Hours  by  appointment 
Phone  GAspee  5171 
Residence,  Warren  1191 
82  Waterman  Street  Providence,  R.  I. 

Dermatology 

WILLIAM  B.  COHEN,  M.D. 

Practice  limited  to 
Dermatology  and  Syphilology 
Hours  2-4  and  by  appointment 
105  Waterman  Street  Providence,  R.  I. 


VINCENT  J.  RYAN,  M.D. 

Practice  limited  to 
Dermatology  and  Syphilology 
Hours  by  appointment  Call  GA  4313 

198  Angell  Street,  Providence,  R.  I. 


CARL  D.  SAWYER,  M.D. 

Practice  limited  to 
Dermatology  and  Syphilology 
Hours  by  appointment 

182  Waterman  Street  Providence,  R.  I. 


MALCOLM  WINKLER,  M.D. 

Practice  limited  to 
Dermatology  and  Syphilology 
Hours  by  appointment  Call  DExter  0105 

105  Waterman  Street,  Providence,  R.  I. 

Genito-Urinary 

VINCENT  J.  ODDO,  M.D. 

Practice  limited  to 
Urology  and  Urological  Surgery 
Hours:  2-4  and  7-8  and 
by  appointment 

322  Broadway  Providence,  R.  I. 

X-Ray 

JACOB  S.  KELLEY,  M.D. 

Practice  limited  to  all  branches  of 
Roentgenology 

Special  attention  given  to  bedside  work 
153  Smith  Street  Providence,  R.  I. 

Hours:  10  to  4 and  by  appointment 
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MEDICAL  SECRETARY-TECHNICIAN 
Competent  in  bookkeeping  and  handling 
of  correspondence. 

Also  trained  in  laboratory  work  (blood  counts, 
hemoglobin,  urinalysis,  basal  metabolism,  blood 
sugar,  etc.).  Experienced  in  developing  x-ray 
films  and  electrocardiograms. 

Address:  Miss  Helen  M.  Wright,  Allenton, R. I. 
Tel : Wickford  55-J-l 


Massage 


MISS  RACHEL  LEE  FITZGERALD 

Swedish  Massage 
Corrective  Exercises 

Telephone:  Warren  1015 
Massasoit  Ave.  Barrington,  R.  I. 


Druggist 

J.  E.  BRENNAN  & COMPANY 
Leo  C.  Clark.  Prop. 

APOTHECARIES 

5 North  Union  Street  Pawtucket,  R.  I. 

Sheldon  Building 
5 Registered  Pharmacists 


86c  out  of  each  $1.00  gross  income 
used  for  members  benefit 


PHYSICIANS  CASUALTY  ASSOCIATION 
PHYSICIANS  HEALTH  ASSOCIATION 


HOSPITAL  ACCIDENT 
SICKNESS  Insurance 


For  Ethical  Practitioners  Exclusively 

(57,000  POLICIES  IN  FORCE) 


LIBERAL  HOSPITAL  EXPENSE 
COVERAGE 

For 

$10.00 

per  year 

$5,000.00  accidental  death 

$25.00  weekly  indemnity,  accident  and  sickness 

For 

$32.00 

per  vear 

$10,000.00  accidental  death 

$50.00  weekly  indemnity,  accident  and  sickness 

For 

$64.00 

per  year 

$15,000.00  accidental  death 

$75.00  weekly  indemnity,  accident  and  sickness 

For 

$96.00 

per  year 

40  years  under  the  same  management 

$2,220,000.00  INVESTED  ASSETS 
$10,750,000.00  PAID  FOR  CLAIMS 


$200,000  deposited  with  State  of  Nebraska 
for  protection  of  our  members 
Disability  need  not  be  incurred  in  line  of  duty — 
benefits  from  the  beginning  day  of  disability 

Disabilities  occasioned  by  war  are  covered  in  full. 

Send  for  applications,  Doctor,  to 

400  First  National  Bank  Building,  • Omaha,  Nebr. 
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“We  guarantee  our  appliances  to  fit’’ 

Abdominal  Belts  Trusses,  Corsets 

Sacro  Iliac  Belts  Elastic  Stockings 

Spinal  Braces  Wheel  Chairs 

Hospital  Beds,  Arch  Supports  Etc. 

Male  and  Female  Attendants 
Phone  Dexter  8980 
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The  strict  codes  of  manufacturing  excellence  and  ethical  promotion 
which  characterize  Wyeth  policy  have  been  dictated  by  a deeply-rooted 
sense  of  responsibility  to  the  art  of  medicine.  They  yield  the  secret  of 
continuous  and  reliable  service  during  eighty-two  years. 

These  self-imposed  standards  have  even  a greater  significance  than 
merely  to  supply  reason  for  endurance  and  the  successful  fulfillment 
of  past  obligations  . . . they  are  the  necessary  stabilizing  influences 
in  the  progressive  program  of  today,  dedicated  as  it  is  to  scientific 
research  and  therapeutic  advance.  They  represent  experience  and 
dependability.  They  are  the  traditions  of  Wyeth. 
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• Even  the  rigid  schedule  of  Army  life  makes 
provision  for  regular,  enforced  periods  of 
relaxation. 


Not  so  in  the  stepped-up-tempo  of  civilian 
life.  There’s  usually  no  one  but  the  doctor 
to  call  a halt  to  his  patient’s  hectic  routine. 
When  treatment  for  constipation  is  indicated, 
remember  Petrogalar’s  advantages. 

It  provides  a bland,  unabsorbable  fluid 
to  augment  the  moisture  in  the  stool  and 
helps  establish  a regular,  comfortable  bowel 
movement. 


Petrogalar*  helps  soften  hard,  dry  feces  and 
aids  in  bringing  about  a well-formed  yielding 
mass  that  usually  responds  to  normal  peri- 
staltic impulses. 

Consider  Petrogalar  in  the  treatment  of 
constipation. 


FOR  THE  TREATMENT  OF  CONSTIPATION 

Petrogalar 


*Trade  Mark.  Petrogalar  is  an  aqueous  suspension  of  pure  mineral 
oil  each  100  cc.  of  which  contains  05  cc.  pure  mineral  oil  suspended 
in  an  aqueous  jelly  containing  agar  and  acacia. 


Petrogalar  Laboratories,  Inc. 


8134  McCormick  Boulevard  • Chicago,  Illinois 
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By  packaging  Amniotin  in  10  cc,  and  ciency  conditions, , .senile  vaginitis,., 
20  cc,  vials  we’ve  provided  a substan-  kraurosis  vulvae  . . . pruritis  vulvae . . , 
tial  saving  over  the  cost  of  Amniotin  and  in  gonorrheal  vaginitis  in  children, 
in  ampuls— and  facilitated  dosage  ad*  Amniotin — a highly  purified,  non- 

justment  to  meet  individual  require-  crystalline  preparation  of  naturally 
ments.  occurring  estrogenic  substances  de- 

These  advantages  have  been  made  rived  from  pregnant  mares’  urine — is 

possible  without  sacrifice  of  activity,  available  in  ampuls  for  intramuscular 

uniformity  or  stability.  You  can  de-  injection;  in  pessaries  for  int.ravaginal 

pend  upon  the  effectiveness  of  Amnio-  use;  in  capsules  for  oral  administ ra- 
ti n in  relieving  menopausal  symptoms  tion,  as  well  as  in  the  new  economy 

and  in  treating  other  estrogen  defi-  vial  packages. 
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The  Catoptrum  Microcosmicum  is  one  of  fhe  most 
beautiful  and  rarest  of  medical  works.  This  volume  by 
Johann  Remmelin,  published  in  1619,  contains  fascinat- 
ing anatomical  drawings  with  superimposed  sections. 
Only  three  or  four  copies  of  the  book  are  known  to  exist. 


woman  probably  has  had  to  contend  with  the  meno- 
pause. Only  during  a little  more  than  a decade,  with  the  availability  of  effective  drugs— as  epitomized  by 
Theelin  — has  corrective  medical  treatment  been  possible. 

Theelm  replaces  or  supplements  diminishing  estrogenic  ovarian  secretion  to  "see  the  patient  through” 
until  endocrine  readjustment  occurs. 

Hundreds  of  published  papers  pay  tribute  to  Theelin,  a pure  crystalline  estrogen,  for  meritorious  service 
in  such  hypogonadal  states  as  the  climacteric,  senile  vaginitis,  and  kraurosis  vulvae;  and  also  gonorrheal 
vaginitis  in  children. 

Theelin  is  doubly  checked  to  assure  uniform  potency  ...  by  the  laboratories  of  Parke,  Davis  & Company 
. . . and  the  Biochemical  Laboratory  of  St.  Louis  University. 

Theelin  Suppositories  for  vaginal  use  and  Kapseals*  Theelol  for  oral  administration  are  supplied  for 
sustained  therapy  between  injections  and  for  patients  who  travel.  tTrodemark  Reg.  U.  S.  Pat.  Off 

Ampoules  THEELIN  • Kapseals  THEELOL 

products  of  modern  research  offered  to  the  medical  profession  by 

PARKE,  DAVIS  & COMPANY,  DETROIT,  MICH. 


l>CT,  2>ltxce  ClT 


ON  REQUEST: 
MOKING  STUDIE 

from  completely  reliable  sources 


Because  it  is  good  scientific  practice  to  rely  on  work 
done  by  others,  provided  the  source  of  the  investigation 
is  recognized  as  competent  and  authoritative  . . . we 
shall  be  happy  to  send  you,  upon  request,  reprints  of 
papers  published*  on  the  influence  of  hygroscopic 
agents  on  irritation  from  cigarette  smoke. 

PHILIP  MORRIS 

Philip  Morris  & Co.  Ltd.,  Inc. 

119  Fifth  Avenue,  N.  Y. 


Laryngoscope,  Feb.  1935,  Vol.  XLV,  No.  2,  149-154  — Laryngoscope.  Jan. 
1937,  Vol.  XLVII,  No.  1,  58-60  Proc.  Soc.  Exp.  Biol,  and  Med.,  1934, 
32,  241  — N.  Y.  State  Journ.  Med.,  Vol.  35,  6-1-35,  No.  11,  590-592 


TO  PHYSICIANS  WHO  SMOKE  A PIPE:  We  suggest  an  unusually 
fine  new  blend — Country  Doctor  Pipe  Mixture.  Made  by  the  same 
process  as  used  in  the  manufacture  of  Philip  Morris  Cigarettes. 
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ANTIQUE  TANKARD  or  modern 


glass  there's  nothing  to  compare  with 
Narragansett's  FINER  FLAVOR  OF 
SEEDLESS  HOPS. 


FAMOUS 


LAGER  fr/NWl 


(Jfy  " TOO  GOOD 
TO  MISS!" 


NARRAGANSETT  BREWING  COMPANY 


CRANSTON,  R.  I. 


YOU'RE  THE  DOCTOR 
We're  the  Nursing  Home! 
• 

The  Dorcus  Convalescent  Home 
is  now  the 

NILES  NURSING  HOME 

and  is  under  the  management  of  Mrs. 
Edith  C.  Niles  who  is  a niece  of  the  Misses 
Dorcus  and  a graduate  of  Roosevelt 
Hospital. 

► Efficient,  Experienced,  Friendly 

Management 

► Hospital  Cleanliness 

► Excellent  Food,  supervised  by  Dietitian 

► 24  Hour  Service 

► Flexible,  Reasonable  Rates 

NILES  NURSING  HOME 

INCORPORATED 

32  Blackstone  Boulevard,  Providence 
PL  4178  — PL  3485 


PeMonoliyed  Pwyiciaed 

MILITARY  STATIONERY 

with  your  choice  of  Army,  Navy, 
Marines,  Air  Corps  or  Navy  Air 
Corps  emblems;  engraved  in 
upper  left  hand  corner  and  with 
individual  name  printed  at  right. 

50  sheets  size  6l/4  x 9*4  with  50 
envelopes  to  match;  packed  in 
attractive  gift  box  for 

$1.00 

Same  quantity  8 V2  " x 11 " sheet 
with  engraved  insignia  only 

$1.00 

Prices  include  delivery  within 
50  miles  of  Providence 


E.  A.  JOHNSON  CO. 

71  PECK  STREET  PROVIDENCE 


VII 


t* 


0«" 


Jwss 


rtVl'*  1 


,eVv 


i" 


<5* 


NOW . . . the  war  on 

AIR-BORNE  BACTERIA 
and  CROSS  INFECTION 


The  effectiveness  of  the  2537A  band 
of  ultraviolet  in  reducing  air-borne 
pathogenic  bacteria  is  now  a scien- 
tific fact.  In  the  practical  applica- 
tion of  this  germicidal  ray,  the  Bur- 
ton ULTRAVIOLET  AIRADIATOR 
with  its  numerous,  (patent  applied 
for),  exclusive  features,  is  making  a 
vital  contribution  in  the  fight  against 
disease  and  its  costly  aftermath. 
The  benefits  of  the  ULTRAVIOLET 
AIRADIATOR  are  being  demon- 
strated ...  in  professional  offices,  in 


hospitals,  operating  rooms,  clinics, 
nurseries  and  other  indoor  gather- 
ing places. 

Now  you  and  your  patients  may 
also  avail  yourselves  of  the  protec- 
tive aid  against  air-borne  bacteria 
and  cross  infection,  which  the 

ULTRAVIOLET  AIRADIATOR  af- 
fords. Your  dealer  will  be  glad  to 
show  you  pertinent  clinical  data. 
He  will  also  be  pleased  to  demon- 
strate the  ULTRAVIOLET  AIRADI- 
ATOR to  you.  Ask  him  to  do  so  to-day. 


BURTON 

ULTRAVIOLET 

AIRADIATOR 

FOR  THE  REDUCTION  OF  AIR-BORNE 
BACTERIA  AND  CROSS  INFECTION 


Physicians-Surgeons 
Medical  and  Hospital 
Supplies 


SMITH -HOLDElkT 
COMPANY  3M 


Hospital  Beds- Wheel 
Chairs-Trusses-Belts 
Supports-Sick  Room 
Supplies 


624  Broad  Street  Across  from  St.  Joseph's  Hospital  PROVIDENCE 
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IX 


Pause  at  the  familiar  red  cooler  for  ice-cold  Coca-Cola.  Its  life,  sparkle 
and  delicious  taste  will  give  you  the  real  meaning  of  refreshment. 


E.  P.  Anthony,  Inc. 

DRUGGISTS 


ITS  Angell  Street  Providence,  R.  I. 


Curran  & Burton,  Inc. 

GENERAL  MOTORS  HEATING  EQUIPMENT 

COAL  OIL 

TURKS  HEAD  BUILDING,  P R O V I D E N C E — G A . 8123 
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Vials  of  Liver  Extract  or  Iletin  (Insulin,  Lilly)  must  be 
filled  to  exact  quantity — the  dose  of  potent  ampoule  drugs 
must  be  measured  automatically  with  never  a chance 
for  error — capsules  of  exact  capacity  must  be  turned  out 
at  the  rate  of  millions  per  day.  This  is  work  for  machines 
— not  standard  models  but  custom-made  machines  built 
for  a specific  job.  In  the  Lilly  machine  shop  are  crafts- 
men with  twenty-five  years  of  service — men  who  know 
the  art  of  doing  things  well  in  pharmaceutical  manufac- 
ture and  who  constantly  strive  to  improve  Lilly  products 
by  improving  Lilly  equipment. 
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CHARLES  VALUE  CHAPIN  ANNUAL  ORATION* 

ATHEROSCLEROSIS  — ITS  CAUSES 
Timothy  Leary,  M.D. 

Professor  of  Pathology  Emeritus  in  Tufts  College 
Medical  Examiner  for  Suffolk  County,  Boston 


I am  greatly  honored  in  being  asked  to  deliver 
the  Charles  Value  Chapin  Oration  before  this 
society.  It  is  not  my  intent  to  discuss  in  detail  the 
life  of  service  to  humanity  which  made  Dr.  Chapin 
an  outstanding  personality.  The  qualities  that  made 
him  an  international  authority  on  epidemiology,  the 
erudition  and  personality  that  made  him  a great 
teacher,  the  practical  common  sense  that  led  to  the 
debunking  of  casual  health  procedures,  particularly 
disinfection,  the  intensity  of  interest  and  the  rugged 
honesty  of  purpose  that  gave  him  leadership  in 
health  matters  were  public  manifestations  of  his 
genius,  and,  therefore,  matters  of  common  knowl- 
edge. 

The  problems  which  he  had  to  face  as  a health 
official  were  of  necessity  those  of  the  public  health 
which  was  endangered  particularly  by  the  com- 
municable diseases.  He  officiated  during  the  period 
when  control  of  these  diseases  was  being  estab- 
lished. We  have  to  thank  him  and  his  colleagues 
that  the  expectation  of  life  at  birth  has  been  in- 
creased from  40  years  in  1850  to  63  years  today. 
This  increase  in  life  expectation  has  been  accom- 
plished largely  through  control  of  the  infectious 
diseases  of  early  life;  infancy,  childhood  and  the 
early  adult  period.  With  the  use  of  sulfa  drugs 
pneumonia  and  streptococcus  infections,  which 
resisted  public  health  measures,  are  becoming  less 
serious  in  their  effects.  Gramicidin  and  penicillin 
have  opened  pathways  which  should  lead  to  a wider 
control  of  surgical  infections.  In  other  words  the 

*This  year  the  Rhode  Island  Medical  Society  estab- 
lished the  Annual  Charles  Value  Chapin  Oration. 
Dr.  Leary  was  asked  to  give  this  first  oration  and 
he  prefaced  his  paper  by  the  follozving  introductory 
remarks. 


menace  of  infectious  diseases  is  much  less  alarming 
with  every  year  of  progress  in  knowledge. 

We  may  now  give  attention  to  the  group  of  dis- 
eases which  are  becoming  a serious  threat  to  our 
civilization.  We  are  a progressively  aging  popula- 
tion. While  it  is  true  that  we  have  greatly  increased 
the  expectation  of  life  at  birth,  we  have  not  meas- 
urably increased  the  expectation  of  life  from  age 
40.  There  are  more  persons  living  beyond  age  50 
and  age  60  than  in  previous  generations.  More- 
over, depression  and  birth  control  are  credited  with 
a lowering  of  the  school  population  in  New  York 
City  alone,  of  150,000  in  six  years.  The  problems 
of  our  aging  population  have  to  do  largely  with 
chronic  noninfectious  diseases,  notably  diseases  of 
the  cardiovascular  system.  These  diseases  with 
cancer  make  up  the  private  health  problem  of  today. 
There  is  little  hope  of  cure  in  connection  with  the 
cardiovascular  diseases  in  general.  The  greatest 
promise  lies  in  methods  of  prevention.  Prevention 
to  be  successful  requires  a knowledge  of  the  cause 
of  a disease.  It  is  my  purpose  to  present  to  you 
evidence  of  the  cause  of  the  most  important  of 
these  diseases,  i.e.  atherosclerosis. 

The  discovery  of  the  vitamins  and  disclosure  of 
their  specific  efficiency  has  led  us  in  the  recent 
period  to  recognition  of  the  fact  that  diet  may  play 
an, important  part  in  determining  the  health  of  the 
people.  Lack  of  vitamins  leads  to  the  production 
of  what  are  properly  called  deficiency  diseases.  On 
the  other  hand  we  have  in  diabetes  and  obesity 
examples  of  diseases  associated  with  excess  of 
dietary  factors,  carbohydrates  or  fats.  It  is  with 
the  diseases  of  excess  that  our  subject  is  associated. 

I am  going  to  take  for  my  text  for  this  discourse 
some  sentences  from  a lecture  on  “The  Value  of 
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Human  Life",  delivered  before  the  American  Pub- 
lic Health  Association  in  1912  by  Dr.  Chapin.  ‘‘Let 
us  not  deal  too  long  in  glittering  generalities.  It  is 
our  duty  as  hygienists  and  health  officers  to  be 
specific.  We  must  measure  more  accurately  tbe 
causes  of  disease ; we  must  show  more  clearly  the 
methods  of  prevention.”  The  work  whose  find- 
ings I shall  demonstrate  to  you  is  an  attempt  to 
clear  away  the  glittering  generalities  that  have 
surrounded  the  question  of  the  cause  of  athero- 
sclerosis. To  some  the  disease  was  the  result  of  the 
wear  and  tear  of  life.  To  others  it  was  the  will  of 
God  that  men  should  die  in  the  third  and  fourth 
decades  of  coronary  sclerosis.  Deaths  from  the 
wear  and  tear  of  life  alone  are  quite  rare.  Wear 
and  tear  processes  may  and  do  play  a part  in 
favoring  the  localization  and  in  accelerating  the 
progress  of  atherosclerosis,  but  tbe  basic  element 
in  the  causation  of  the  disease  is  not  wear  and  tear. 

In  accord  with  one  of  the  principles  which  the  life 
work  of  Dr.  Chapin  made  manifest,  i.e..  that  proof 
is  of  much  greater  scientific  value  than  discourse,  I 
am  presenting  the  subject  of  this  evening’s  oration 
in  the  form  of  a lantern  slide  demonstration.  This 
makes  it  possible  to  actually  follow  the  progressive 
stages  in  the  study  of  the  genesis  of  atherosclerosis 
from  the  lesions  in  man  through  a series  of  pro- 
gressive experimental  researches.  These  latter  cul- 
minated in  the  discovery  of  the  complex  mechanism 
by  which  ingested  cholesterol  is  esterfied,  accumu- 
lates in  excess  and  is  carried  to  the  arterial  intima 
to  give  rise  to  the  lesions  of  atherosclerosis.  Fur- 
thermore, these  studies  disclosed  that  excess  choles- 
terol is  an  irritant,  comparable  to  a degree  with 
silica.  The  application  of  these  data  to  the  problems 
of  the  most  important  lesions  of  human  atheroscle- 
rosis, those  of  the  coronary  arteries,  and  their  dif- 
ferences in  youth,  in  the  middle  period  and  in  old 
age  serve  to  complete  the  picture.  The  following  is 
an  abstract  of  the  demonstration  : 

The  important  form  of  arteriosclerosis  is  athero- 
sclerosis, distinguished  from  other  forms  by  the 
presence  of  fatty  material  (cholesterol  esters)  in 
the  lesions.  Aschoff's  theory  of  causation  is  that 
wear  and  tear  from  blood  pressure  injures  tbe  deep 
layers  of  the  arterial  intima.  The  intima  depends 
for  nutrition  on  the  diffusion  of  plasma  from  the 
blood  circulating  in  the  artery.  Injury  to  the  deep 


layers  is  followed  by  degeneration  and  the  precipi- 
tation of  free  cholesterol  esters  from  the  plasma. 
The  free  ester  droplets  are  picked  up  by  phagocytic 
cells  which  become  lipoid  (foam)  cells.  Klotz 
objected  that  in  early  lesions  there  were  no  free 
cholesterol  esters  and  no  degeneration.  The  foam 
cells  appear  first  in  the  subendothelial  layer  and  not 
in  the  deep  layers.  He  believed  that  the  Aschoff 
theory  was  based  on  the  study  of  advanced  lesions 
in  which  free  esters  arose  from  the  breaking  down 
of  foam  cells.  My  studies  support  Klotz's  observa- 
tions. 

The  Russian  school  produced  atherosclerosis- 
like lesions  in  rabbits  by  feeding  animal  fats.  Then 
Anitschkow  and  Chalatow  produced  these  lesions 
by  feeding  cholesterol.  This  work  was  not  accepted. 
The  experimental  disease  was  called,  disparagingly, 
"the  cholesterol  disease  of  rabbits”. 

Cholesterol,  present  in  combined  form  in  all 
animal  cells,  occurs  in  visible  form  (polariscope) 
in  the  adrenal  cortex  and  in  myelin  sheaths.  Apart 
from  these  tissues  visible  cholesterol  is  associated 
with  disease  conditions.  It  is  literally  excess  choles- 
terol. Experimental  evidence  indicates  that  excess 
cholesterol  is  a chronic  irritant,  stimulating  growth, 
of  connective  tissue.1 

The  early  lesions  of  atherosclerosis  are  made  up 
of  foam  cells.  In  atheroma,  the  reversible  process 
in  youth,  the  excess  cholesterol  is  removed  from  the 
arteries  by  fibroblastic  cells,  and  the  lesions  disap- 
pear. In  progressive  processes,  i.e.  atherosclerosis, 
the  cholesterol  accumulates,  provokes  fibrosis,  and 
the  lesions  enlarge  into  typical  atherosclerotic 
nodules2. 

In  rabbits  fed  cholesterol  there  is  a latent  period 
of  weeks  following  the  beginning  of  feeding  before 
lesions  appear  in  tbe  aorta.  By  killing  animals  at 
critical  intervals  during  this  period  I have  been  able 
to  show  that  the  ingested  cholesterol  is  brought  to 
the  liver  and  esterified ; that  the  esters  collect  in 
excess  in  the  liver  and  adrenals ; that  Kupffer  cells 
in  the  liver  and  similar  cells  in  the  adrenals  engulf 
the  excess  esters  as  particulate  matter ; that  these 
ameboid  cells,  now  become  foam  cells,  escape  from 
the  organs  through  the  blood  and  lymph  streams, 
pass  the  so-called  filter  of  the  lungs,  and  invade  the 
aortic  intima.1  In  this  way  atherosclerosis  is 
produced.  The  disease,  whether  human  or  experi- 
mental, cannot  occur  without  excess  cholesterol. 
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Cholesterol  is  synthesized  in  the  human  body. 
The  excess  is  probably  ingested,  egg  yolk,  milk  and 
animal  fats  being  the  sources.  Needs  for  choles- 
terol are  greatest  in  times  of  rapid  cell  formation. 
Egg  yolk  is  intended  for  the  embryo,  milk  for  the 
nursling.  Metabolism  of  cholesterol  is  most  effi- 
cient in  the  young,  though  heredity  is  a factor.  The 
tissue  content  of  cholesterol  increases  with  age, 
and  the  needs  for  it  grow  less.  Females  mobilize 
cholesterol  during  pregnancy  (for  the  use  of  the 
embryo?)  and  show  minor  mobilization  with  men- 
struation. They  are  less  susceptible  to  athero- 
sclerosis than  males. 

Excess  cholesterol  is  the  cause  of  atherosclerosis. 
Stresses  determine  the  localization  of  lesions.  Sex 
and  thyroid  secretion  influence  cholesterol  metab- 
olism. Age  (time  plus  thyroid  deterioration),  and 
heredity  are  modifying  factors.  Diets  with  limited 
or  absent  cholesterol  should  prevent  atherosclerosis. 
Vegetable  oils,  whose  sterols  are  not  absorbed,  can 
be  substituted  for  animal  fats. 

Coronary  Sclerosis 

Coronary  sclerosis  is  almost  exclusively  athero- 
sclerosis. The  frequency  of  coronary  disease  is 
related  to  the  unusual  stresses  to  which  the  vessels 
are  subjected.  They  arise  directly  from  the  aorta 
in  a region  of  maximal  stress  as  the  aortic  cusps 
close.  Moreover,  circulation  is  shut  off  from  their 
muscular  branches  by  compression  as  the  ventricles 
contract  in  systole.  At  the  same  time  the  main 
vessels  and  their  subepicardial  branches  are  not 
compressed,  but  are  filled  with  blood  under  systolic 
pressure,  without  being  able  to  empty  themselves. 
The  main  coronary  circulation  is  during  diastole. 
Because  of  stresses  normal  coronary  arteries  de- 
velop characteristic  thickening  of  the  intima  to 
produce  a “buffer”  layer. 

Advanced  coronary  sclerosis  in  my  series  at  12 
and  18  years  of  age,  with  coronary  deaths  at  24, 
25,  26,  28,  29  years  of  age,  and  many  in  the  thirties, 
determine  that  atherosclerosis  is  not  a disease  of 
old  age.1 2 3 

The  type  of  lesions  found  varies  with  age.  In 
youth  excess  cholesterol  provokes  a growth  of  loose 
textured  fibroblastic  tissue.  As  the  lesions  enlarge 
diffusion  of  nutritive  material  from  the  circulating 
blood  (the  normal  supply  to  the  intima)  becomes 
inadequate,  and  necrosis  of  the  deep  layers  results. 


If  the  lesions  enlarge,  vascularization  by  capillaries 
from  the  lumen,  or  less  commonly  from  vasa  vaso- 
rum,  supplies  the  nutriment.  (All  advanced  coro- 
nary lesions  are  vascularized.)  The  coronary  lumen 
is  narrowed  by  eccentric  or  concentric  thickening 
of  the  intima.  Spasm  may  result  in  rupture  of 
capillaries,  fibrin  formation  and  fibrinoid  necrosis. 
With  extension  of  the  necrosis  to  the  endothelium 
thrombosis  will  follow,  and  is  the  usual  cause  of 
sudden  death. 

In  middle  age  more  collagen  is  formed  and  scar- 
ring is  typical  of  this  period.  Narrowing  of  the 
coronary  lumen  (with  coronary  insufficiency),  and 
chronic  vascular  myocarditis  are  frequently  found 
at  postmortem  examination.  Spasm  may  result  in 
sudden  death  or  in  infarction  without  anatomic 
occlusion  of  vessels,  particularly  in  hypertensive 
heart  disease.  Thrombosis  is  less  common  than  in 
youth.  Calcification  becomes  more  common. 

In  old  age  atherocheumas  occur  frequently,  be- 
cause of  lowered  tissue  reaction  to  excess  choles- 
terol. Occlusion  may  be  caused  by  rupture  of  an 
athcrochcuma.  Scarring  persists  from  earlier 
periods,  and  calcification  is  almost  usual. 

Rupture  through  the  necrotic  tissues  of  a cardiac 
infarct  may  cause  death  by  hemopericardium  and 
cardiac  tamponade.  Rupture  of  an  atherosclerotic 
coronary  artery  may  lead  to  hemopericardium.  Dis- 
secting aneurysms  of  the  coronary  arteries  are 
rare.  Infarcts  are  repaired  by  granulation,  some- 
times with  pericardial  adhesions.  Mural  cardiac 
thrombi  may  lead  to  systemic  embolism,  e.g.  cere- 
bral. The  scar  tissue  repairing  an  infarct  may 
stretch  producing  a cardiac  aneurysm.  Coronary 
thrombi  undergo  organization,  if  the  individual 
lives,  sometimes  with  canalization.  Usually  the 
blood  flow  is  reestablished  about  the  region  of 
thrombosis  by  a collateral  circulation.  Anastomoses 
between  coronary  arteries  increase  with  age. 

Coronary  occlusion  ( 1 ) may  be  symptomless — 
(2)  may  cause  mild  or  serious  illness — or  (3)  sud- 
den death  with  ventricular  fibrillation — or  (4) 
death  so  instant  as  to  suggest  immediate  cerebral 
arrest  with  cardiac  and  respiratory  standstill. 

1.  The  Genesis  of  Atherosclerosis,  Archives  of  Pathol- 
ogy 32:  507,  1941. 

2.  Atherosclerosis  — Special  Consideration  of  Aortic 
Lesions,  Arch.  Path.  21  : 419,  1936. 

3.  Experimental  Atherosclerosis  compared  with  Human 
(Coronary)  Sclerosis,  Arch.  Path.  17:  453,  1934. 
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PHENOL-CAM  PHOR  DERM  ATI  T I S 
F.  Ronchese,  M.D. 

Providence,  R.  I. 

Several  cases  of  dermatitis  venenata  from  50  per 
cent  phenol-camphor  mixture  were  observed  re- 
cently. Here  is  one  of  them: 

“A  45  year  old  white  man,  a solderer  in  a jewelry 
factory,  was  suffering  from  an  erythemato-vescicu- 
lar,  pruriginous  eruption  of  hands  and  feet,  on  and 
off  for  the  last  five  years,  the  type  which  is  very 
common  and,  unfortunately,  very  resistant  to  vari- 
ous forms  of  therapy.  Apparently,  he  had  good 
medical  care,  but  only  temporary  relief. 

While  in  despair,  he  happened  to  read  the  article 
printed  in  the  May  issue  of  the  Reader’s  Digest, 
assuring  relief  once  and  for  all  to  sufferers  of 
“athlete’s  foot”,  by  applying  a 50  per  cent  mixture 
of  phenol  and  camphor.  He  ran  to  a drug  store, 
had  the  mixture  prepared,  and  applied  it  to  his 
hands  and  forearms. 

The  result  can  be  seen  in  Fig.  1.  A mass  of 
blisters  on  forearms  and  hands  with  severe  itching 
and  pain. 

A good  etiological  name  for  the  original  lesion 
in  such  a case  still  has  to  be  found.  The  best,  so 
far,  is  a symptomatic  one,  with  reference  to  its 
stubbornness  to  various  forms  of  therapy : viz., 
“recalcitrant  vescicular  eruption  of  hands  and  feet". 

Obviously  it  cannot  be  called  epidermophytosis 
unless  a pathogenic  fungus,  viz.,  one  of  the  recog- 
nized causes  of  epidermophytosis  is  found.  Not 
any  fungus  which  may  be  just  a harmless  occasional 
guest  of  the  human  skin. 

Unfortunately,  in  speech  and  in  medical  writing 
the  terms  epidermophytosis,  dermatomycosis  et 
similia  are  widely  and  indiscriminately  used  with- 
out bothering  to  look  under  the  microscope  for  one 
of  the  epidermophytons. 

It  may  be  called  any  name  but  epidermophytosis, 
when  large  blisters,  well  hidden  under  the  thick- 
skin  of  palms  or  soles,  are  lanced,  and  cultured  fluid 
and  flaps  of  skin  are  found  sterile,  under  the  best 
conditions  of  heat,  moisture,  darkness,  falling- 
arches,  fatigue,  lowered  resistance  from  contact 
with  caustics,  etc. 

Evidently,  this  man  has  not  epidermophytosis. 
He  is  allergic  to  one,  or  a few,  or  to  all  the  elements 


in  contact  with  his  hands  or  feet,  hut  after  much 
hearing  on  the  radio  or  reading  in  newspaper  ad- 
vertisements, he  believes  he  is  suffering  from  epi- 
dermophytosis. 

Further  evidence  of  his  polisensitivitv  was  a 
severe  adhesive  plaster  dermatitis  on  one  of  his 
legs  after  a few  dressings  for  a small  cut. 

In  a case  like  this,  probably,  10  per  cent  ammo- 
mated  mercury  ointment,  or  repeated  applications 
of  full  strength  tincture  of  iodine,  or  a combination 
of  iodine  and  mercury,  could  have  caused  the  same 
dermatitis.  But  imagine  applying  50  per  cent 
phenol  on  the  raw,  oozing  surface  of  an  allergic 
dermatitis.  Like  putting  gasoline  on  fire. 

The  patient  is  certainly  not  to  blame.  It  is  the 
facility  with  which  the  lav  press  throws  in  the  laps 
of  suffering  humanity  news  which  is  published  for 
the  physician  to  be  digested  and  eventually  pre 
scribed  under  his  responsibility. 


Fig.  1,  shows  dermatitis  venenata  from  application  of 
50  per  cent  mixture  of  phenol-camphor. 
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The  matter  is  handled  in  Moliere’s  style  by  a 
popular  magazine  (fig.  2).  Let’s  hope  that  this 
and  the  Federal  Trade  Commission  be  successful 
in  ending  quickly  the  disastrous  use  of  this  mixture. 


Fig'.  2,  a cartoon  from  “The  Yale  Record”  and  caption 
from  “Time”  magazine  of  July  20,  1942,  p.  51. 

Sit  miliary 

A case  is  reported  of  a severe  dermatitis  venenata 
from  application  of  50  per-cent  phenol-camphor 
mixture  on  an  allergic  dermatosis. 

122  Waterman  Street. 
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“We  suspect  that  the  emphasis  often  placed  upon 
the  cancerigenic  influence  of  the  tobacco  habit  is 
to  some  extent  influenced  by  the  ubiquitous  moral- 
istic propaganda  against  the  “filthy  weed”. 

One  often  encounters  similar  Puritanic  emphasis 
with  regard  to  the  role  of  alcohol  in  the  causation  of 
disease.” 

Hayes  Martin 


LEGAL  MEDICINE  CONFERENCE 

On  Wednesday,  September  30,  1942,  the  Massa- 
chusetts Medico-Legal  Society  and  the  Department 
of  Legal  Medicine  of  Harvard  Medical  School  will 
unite  in  an  all  day  conference  at  the  Mallory  Insti- 
tute of  Pathology,  Boston  City  Hospital.  Here 
numerous  subjects  of  medico-legal  interest  will  be 
discussed  and  demonstrated.  To  this  meeting  med- 
ical examiners,  coroners,  physicians  interested  in 
these  subjects,  state  or  local  legal  officials  or  police 
authorities  are  cordially  invited.  Immediately  fol- 
lowing this  session,  the  Department  of  Legal  Medi- 
cine of  Harvard  has  arranged  for  a more  intensive 
post-graduate  course  to  be  held  on  October  1,  2,  3, 
8,  9,  and  10.  This  will  include  close  study  of  many 
post-mortem  investigations  made  from  the  medico- 
legal standpoint  and  the  various  procedures  asso- 
ciated with  possible  crime  detection,  attendance 
limited  to  six.  For  the  conference  on  September 
30th  preliminary  registration  only  is  required.  For 
the  post-graduate  course  a small  fee  will  be  made. 
Further  information  may  be  obtained  from  the 
Department  of  Legal  Medicine,  Harvard  Medical 
School,  25  Shattuck  Street,  Boston,  Massachusetts. 


LOCAL  BOY  MAKES  GOOD 

Dr.  Marshall  N.  Fulton,  a former  member  of  the 
Rhode  Island  Medical  Society,  who  since  that  time 
has  been  on  the  Staff  of  the  Harvard  Medical 
School  and  Physician  to  the  Peter  Bent  Brigham 
Hospital,  has  been  commissioned  as  Major  and 
ordered  to  the  Walter  Reed  General  Hospital  in 
Washington.  He  has  been  assigned  as  Chief  of 
the  Cardio-vascular,  Renal  Section  and  Chief  of 
the  Electrocardiograph  Department. 

His  friends  and  associates  here  will  be  pleased 
to  hear  of  the  important  position  to  which  he  has 
been  assigned.  But  there  will  be  no  element  of 
'surprise  that  the  nephew  of  Dr.  Frank  Fulton, 
Dean  of  our  Cardiologists,  and  the  son-in-law  of 
Dr.  Halsey  DeWolf,  head  of  our  Procurement  and 
Assignment,  is  maintaining  the  pace  of  his  families. 
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THE  RHODE  ISLAND  HOSPITAL’S 
ARMY  UNIT 

To  middle  aged  physicians,  that  is,  those  in  the 
sixties,  if  one  is  also  of  that  age,  it  seems  a short 
while  since  the  first  Rhode  Island  Hospital  Unit 
was  organized  and  went  across  the  submarine  in- 
fested waters  of  the  Atlantic  to  Ireland.  But  that 
was  a quarter  of  a century  ago,  a long,  long  time 
to  the  internes  signing  up  with  the  present  one. 
Things  were  simple  and  straightforward  in  those 
days ; it  was  a foregone  conclusion  that  when  they 
went  abroad  it  would  he  to  some  spot  within  an 
easy  hour’s  trip,  as  one  can  travel  now,  from  the 
center  of  activities. 

How  different  today: — as  the  lady  in  the  New 
Yorker  said.  “Oh,  dear,  this  war  seems  to  he  going 
everywhere  that  Herbert  and  I went  on  the  Em- 
press of  Britain”.  It  will  he  conveying  no  informa- 


tion to  the  enemy  to  say  that  they  may  soon  be  in 
Europe,  Asia,  Africa,  Australia  or  Arctic  North 
America.  Recently  a nurse  helped  us  in  the  special 
room  of  Ward  H.  Another  took  her  place  and  the 
patient  has  now  shown  us  a newspaper  with  a 
photograph  from  way  down  under  in  Australia. 
It  shows  our  fellow  worker  and  other  American 
nurses  enjoying  their  second  winter  in  one  half 
year. 

In  the  last  war  a comparatively  limited  group  of 
the  big  hospitals  of  the  country  organized  their  own 
units  of  volunteer  members  and  the  Rhode  Island 
Hospital  early  did  this  although  there  was  a long 
wait  after  their  formation  before  they  were  finally 
sent  abroad.  This  time  preliminary  steps  were 
taken  long  before  America's  entrance  into  the  war 
and  the  personnel  had  been  chosen  and  everything 
locally  possible  done  far  in  advance. 

Meanwhile  the  members  have  been  carrying  on 
their  homework  as  nearly  as  possible  as  though  they 
anticipated  no  interruption.  But  necessarily  the 
situation  has  been  disquieting.  Long  distance  plan- 
ning could  not  be  done.  And  it  may  well  be  that 
to  an  extent  a resigned  feeling  of  relief  may  mingle 
with  their  regret  at  interrupting  their  chosen  careers 
for  the  vicissitudes  of  army  life.  Some  members 
are  already  in  the  Army,  presumably  to  be  trans- 
ferred to  the  Unit  when  it  takes  the  field.  This  is 
as  may  he.  Governmental  agencies  exercise  to  the 
limit  the  proverbial  feminine  privilege  of  changing 
their  minds.  Let  us  hope  the  entire  unit  will  he 
reunited. 

Already  the  absence  from  practice  and  hospital 
clinics  of  those  in  the  armed  forces  has  been  notice- 
able but  when  this  large  group  of  some  of  the  most 
active  of  our  doctors  and  nurses  is  taken  from  us 
en  bloc  we  who  are  left  behind  are  bound  to  experi- 
ence a feeling  of  desolation. 

But  we  wish  them  all  God  Speed  and  we  are 
proud  to  print  the  names  of  the  corporation  mem- 
bers, nurses  and  doctors  who  are  officially  repre- 
senting the  Rhode  Island  Hospital  with  our  army. 

Four  non-medical  officers  are  needed  in  the 
organization  and  to  make  this  completely  a Rhode 
Island  Hospital  matter  they  have  been  selected 
from  the  Corporation. 
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ROSTER  OF  THE  48th  EVACUATION 
HOSPITAL 


Rhode  Island 

Members  of  the  Corporation : 

Mr.  Keith  H.  Goudey 
Mr.  Allen  C.  Hall 
Mr.  William  W.  White 
Mr.  Henry  G.  Lutz 

Members  of  the  Staff: 

Dr.  William  A.  Mahoney 
Dr.  Herman  A.  Lawson 
Dr.  J.  Merrill  Gibson 
Dr.  Eric  Stone 
Dr.  J.  Murray  Beardsley 
Dr.  Arthur  E.  Martin 
Dr.  Edward  G.  Melvin 
Dr.  George  F.  Conde 
Dr.  John  S.  Dziob 
Dr.  Henry  A.  Campbell 
Dr.  Walter  S.  Jones 
Dr.  William  W.  Teahan 
Dr.  Samuel  D.  Clark 
Dr.  Vincent  Zecchino 
Dr.  Edward  Damarjian 
Dr.  Frederick  A.  Webster 
Dr.  William  J.  H.  Fischer 
Dr.  Hubert  Holdsworth 
Dr.  Thomas  Perry 
Dr.  Wilbur  Manter 
Dr.  Milton  Korb 
Dr.  Frank  B.  Cutts 
Dr.  Robert  G.  Murphy 
Dr.  William  L.  Leet 
Dr.  D.  Richard  Baronian 
Dr.  John  A.  Dillon 
Dr.  Palmer  Congdon 
Dr.  Francis  A.  Holland 
Dr.  Edward  R.  Squier 
Dr.  Irving  Beck 

Nurses — 48th  Evacuation  Unit 
Andrews,  Rachel 
Beaton,  Maude  P. 

Cavanaugh,  Dorothy  L. 

Carlson,  Alice,  2nd  Lt. 

Chandler,  Pauline  C.,  2nd  Lt. 


Hospital  Unit 

Cooper,  Miriam  L. 

Couture,  A.  Bernadette 
Duden,  Florence  G. 

Dykstra,  Matilda  E.,  1st  Lt. 

Easdon,  Janet  B. 

Gillis,  Marion  L. 

Harris,  Dorothy  M. 

Hinchey,  Mary  C. 

Hodnett,  Catherine  R. 

Horvath,  Jeanette,  2nd  Lt. 

Keaney,  Mary  A. 

Kinsman,  Florence  R. 

Kordek,  Stephanie  L. 

Langille,  Anna  I. 

Leach,  Alice  N. 

Luby,  Mae  F. 

Macomber,  Dorothy  M. 

MacHenry,  H.  Eileen 
Macintosh,  Annie  E.,  2nd  Lt. 

Major,  Olive  M. 

Martin,  Barbara  M. 

Mason,  Thelma  M.,  2nd  Lt. 

McDonald,  Mary  E. 

McManus,  Alice  C. 

McMillan,  Frances  E. 

Peirce,  Mildred  G. 

Perkins,  Zettie  I. 

Potter,  Eleanor  V. 

Potter,  Lina  N. 

Rendell,  Edwina  H. 

Rollins,  Marv  L. 

Rondeau,  Yvonne 
Sanders,  Thelma  P. 

Sullivan,  Anne  E. 

Tierney,  Emma  V. 

Vallante,  Flora  M. 

Wahlberg,  Lillie  E. 

Weigold,  Evelyn  E. 

Weinberger,  Berte  A. 

Wentworth,  Gwendolyn  P. 

Wojnar,  Joyce  L. 

NOTE:  All  names  which  are  followed  by  rank  designate 
those  nurses  who  are  already  in  service. 
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OUR  FIRST  MEDICAL  CASUALTY 


Dr.  Thomas  A.  Martin 


Dr.  Thomas  A.  Martin  of  Providence,  a captain 
in  the  United  States  Army  Medical  Corps,  died  at 
the  Walter  Reed  Hospital,  Washington,  D.  C.  on 
August  fourth  after  an  illness  lasting  several 
months.  He  thus  was  the  first  Rhode  Island  Phy- 
sician to  die  in  active  service  with  the  armed  forces 
in  this  war. 

Born  in  Providence,  he  graduated  from  LaSalle 
Academy,  Providence  College  and  from  Jefferson 
Medical  College,  Philadelphia  in  1935,  receiving 
his  license  to  practice  medicine  the  following  year. 

He  served  interneships  at  the  Charles  V.  Chapin 
Hospital,  Rhode  Island  Hospital,  Providence  Ly- 


ing-In Hospital  and  was  assistant  resident  physi- 
cian at  Wallum  Lake  Sanatorium. 

Becoming  much  interested  in  army  matters  he 
served  in  the  Medical  Corps,  R.  I.  N.  G.  and  the 
Medical  Reserve  Corps  and  was  called  to  active 
duty  on  March  7,  1941,  being  stationed  at  Camp 
Blanding,  Florida  with  the  103rd  Field  Artillery, 
43rd  Division  with  the  rank  of  Captain. 

Tommy  Martin  had  a delightful  personality,  was 
a fine  fellow  to  work  with,  an  excellent  house  of- 
ficer and  an  enthusiastic,  capable  military  man.  All 
our  sympathies  go  out  to  his  parents,  wife  and 
young  child. 
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HOW  A TUMOR  CLINIC  SHOULD 
FUNCTION 

John  F.  Kenney,  M.D.,  Director 
The  Memorial  Hospital,  Pawtucket,  R.  I. 

( 1 ) Reason  for  a tumor  clinic  in  a small  hos- 
pital: There  is  just  as  much  need  of  a tumor  clinic 
in  a small  hospital  as  in  a large  one,  providing  the 
small  hospital  can  meet  the  requirements  of  the 
College  of  Surgeons  and  be  placed  in  a classification 
depending  on  the  ability  to  handle  tumor  clinic 
cases.  The  American  College  of  Surgeons  recog- 
nizes three  types  of  such  organized  tumor  clinics : 

a.  Cancer  clinics  offering  full  diagnostic  and 
therapeutic  facilities. 

b.  Diagnostic  cancer  clinics. 

c.  Hospital  departments  conducting  acceptable 
cancer  clinics. 

Small  hospitals  may  form  cancer  clinics  either 
individually  or  by  groups  of  hospitals.  We  are 
particularly  favorably  situated  in  Rhode  Island  in 
that  we  are  a small  state.  We  have  an  efficient 
health  department  that  will  carry  out  diagnostic 
procedures  for  any  group  of  men  or  hospitals. 

As  evidence  of  the  need  for  a tumor  clinic  in 
this  locality  might  I cite  the  fact  that  in  this  short 
time  we  have  had  420  cases  admitted  to  our  tumor 
clinic  or  an  average  of  about  six  new  cases  per 
tumor  clinic  day.  We  average  35  to  50  old  cases 
on  a clinic  day. 

(2)  Personnel:  It  is  important  to  have  some 
one  man  who  is  interested  in  this  type  of  work  as 
a director  of  the  department,  and  he  should  sur- 
round himself  with  key  men  such  as  the  radiologist, 
radium  therapist,  surgeon  and  medical  man  as  a 
nucleus  for  his  department.  It  is  important  that 
the  chiefs  of  services  be  made  members  either  of 
the  consulting  or  active  staff  of  the  tumor  clinic. 
The  younger  men  should  be  encouraged  to  come  in 
to  take  histories,  blood  work,  etc.  and  by  observing 
eventually  take  the  places  of  some  of  the  older  men 
in  the  clinic. 

(3)  Handling  of  Patients:  Many  of  the  patients 
are  referred  by  their  family  physician  for  diag- 
nosis and  these  physicians  should  receive  promptly 
a verbal  or  written  report  as  to  the  findings  of  the 
tumor  clinic  group.  The  patients  themselves  must 
be  handled  with  extreme  diplomacy.  Care  should 
be  taken  never  to  discontinue  or  dispense  with  a 
clinic  day  thus  disappointing  a group  of  patients. 


They  should  receive  a thorough  explanation  after 
their  case  has  been  discussed  by  the  tumor  clinic 
group  as  to  just  what  procedure  should  be  taken. 
It  does  not  necessarily  mean  that  they  should  be 
told  they  have  malignancy  but  in  order  to  bring 
home  a point  to  have  them  follow  efficient  treat- 
ment, they  should  be  told.  It  should  be  the  aim  of 
the  tumor  clinic  not  to  have  these  patients  waiting 
too  long.  Our  average  tumor  clinic  does  not  last 
over  three  hours  from  the  start  to  finish  and  as  1 
said  before,  we  handle  up  to  50  cases  during  that 
time  including  our  average  of  six  new  cases. 

Patients  should  lie  handled  gently.  The  average 
case  may  be  seen  by  the  entire  group.  Cases  that 
require  vaginal  or  breast  examinations  should  be 
handled  by  one,  two  or  three  doctors  appointed  by 
the  director  and  the  findings  reported  back  in  detail 
to  the  group  for  discussion. 

(4)  Photography : A department  of  photogra- 
phy is  essential  to  a tumor  clinic  group  and  to  date 
we  have  some  very  good  photographs  of  our  pa- 
tients at  the  start,  during  progress  and  at  the  end 
of  treatment. 

(5)  Follow-up:  Follow-up  is  very  important. 
It  has  been  our  system  to  send  a letter  and  if  there 
is  no  response  a telephone  call  and  finally  a visit 
by  our  social  worker.  It  is  important  for  the  suc- 
cess of  the  tumor  clinic  to  have  an  enthusiastic 
social  worker  in  attendance  to  familiarize  herself 
with  the  patients,  consult  with  the  patient  at  the  end 
of  tumor  clinic  and  make  such  financial  arrange- 
ments for  admission  and  find  ways  and  means  of 
having  these  patients  admitted  to  the  hospital  that 
may  be  necessary.  1 might  say  here  that  the  same 
applies  to  the  nursing  staff.  In  order  to  have  nurses 
trained  in  this  type  of  work,  any  new  nurses  being 
added  should  overlap  and  not  start  in  fresh  as  they, 
too,  must  become  familiar  with  the  type  of  patients. 

(6)  Finally,  records:  In  order  to  successfully 
formulate  plans  for  adequate  treatment  and  to 
guide  the  principles  of  the  treatment  in  a tumor 
clinic,  accurate  records  must  be  kept.  It  is  impor- 
tant to  have  accurate  follow-up  notes,  and  as  I 
already  mentioned,  attach  photographs  to  the  record 
so  that  at  the  end  of  five  years,  proper  statistics 
may  be  had  in  order  that  a type  of  case  or  cases 
may  be  reported  and  the  results  clearly  outlined 
with  the  formation  of  a policy  to  continue  the  same 
treatment  or  to  change  in  the  future.  An  efficient 
tumor  clinic  secretary  will  successfully  carry  this 
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out.  In  fact,  an  efficient  secretary  is  essential  to 
the  success  of  a tumor  clinic  for  she  thoroughly 
familiarizes  herself  with  the  cases  and  will  know 
intimately  each  patient,  the  disposition  to  the  vari- 
ous departments  such  as  radium,  x-ray  or  house 
admission,  all  making  for  the  success  and  the  carry- 
ing out  of  the  formulated  opinion  of  the  group. 

I might  add  that  it  would  he  well,  as  we  are  doing- 
in  our  hospital,  to  have  a tumor  clinic  each  day. 
W hen  a patient  is  referred  to  the  hospital,  the  rec- 
ord is  immediately  taken  and  the  patient  is  exam- 
ined by  several  of  the  key  members  of  the  tumor 
clinic  department  and  if  necessary  a biopsy  is  taken. 
It  is  our  tumor  clinic  rule  to  biopsy  each  case  where 
practical. 

As  you  can  see  from  this  brief  summary  that  I 
have  tried  to  make  of  the  above  points,  I could  by 
no  means  cover  in  detail  what  should  happen  in  a 
tumor  clinic  but  tw-o  points  are  to  be  stressed : 
( 1 ) The  education  of  the  patient  to  attend  a tumor 
clinic  and  report  the  case  early  and  (2)  to  make 
your  tumor  clinic  interesting  enough  to  have  a large 
group  of  non-members  attend,  thus,  both  educating 
the  patient  and  the  doctor  in  cancer  work. 


THE  INDICATIONS  FOR  ROENTGEN 
THERAPY 

Dr.  E.  W.  Benjamin,  Radiologist 

The  historical  backgrounds  of  roentgen  therapy 
and  radium  therapy  are  so  closely  related  in  time, 
as  to  be  practically  of  the  same  age.  In  November, 
1895,  Wilhelm  Conrad  Roentgen  discovered  the 
x-ray  at  the  University  of  W urzburg.  Less  than  a 
year  later,  Becquerel,  following  Poincare’s  sugges- 
tions, announced  the  fact  that  uranium  salts  were 
radio-active,  emitting  rays,  which,  like  the  x-ray, 
were  capable  of  penetrating  material  bodies. 

Madame  Curie,  in  1898,  found  that  thorium  was 
radioactive  and  introduced  the  use  of  the  electro- 
scope, a method  that  became  the  basis  for  a new 
type  of  analysis  of  radioactive  substances.  Within 
a very  short  time,  Madame  Curie  isolated  a radio- 
active substance  which  she  named  polonium  in  hon- 
or of  her  country,  and  continuing  her  researches 
with  her  husband,  Pierre  Curie,  they  discovered 
in  December,  1898,  a new,  more  active  element  that 
they  named  radium.  Thus  in  a period  of  only  four 
years  were  discovered  all  of  the  basic  elements  and 
factors  which  we  use  today  in  the  form  of  radio- 
active radiation. 


The  fact  that  the  roentgen  ray  had  biologic 
effects  on  the  human  body  was  first  discovered  by 
a young  Viennese  physician,  Freund,  who  noted 
epilation  in  a patient  who  had  undergone  an  x-ray 
examination  of  the  skull.  X-ray  burns  of  the  pio- 
neer roentgenologists  were  not  long  in  providing 
tragic  evidence  of  the  effects  of  x-ray  radiation. 

Following  this,  one  of  the  earliest  therapeutic 
applications  of  the  x-rav  was  for  treatment  of  a 
hairy  mole. 

From  the  very  beginnings  of  the  science  of  Ro- 
entgen irradiation,  attempts  were  made  to  establish 
a dosage,  and  it  is  quite  natural  that  the  first  attempt 
was  from  the  biological  standpoint,  namely  the  ery- 
thema dose,  which  was  defined  as  that  quantity  of 
radiation,  which  when  delivered  at  one  sitting  will, 
in  at  least  ninety-five  percent  of  the  cases,  produce 
a reddening  of  the  skin  within  one  week  after 
radiation,  followed  by  subsequent  bronzing  with- 
out any  permanent  injury  to  the  skin. 

Following  this,  numerous  photometric  measure- 
ments were  introduced,  the  most  widely  used  of 
which,  was  the  Kienboeck  pastille,  which  changed 
color  according  to  the  amount  of  x-ray  radiation 
it  received.  The  final  evolution  of  the  measure- 
ment of  x-ray  dosage  belongs  to  the  physicists  and 
culminated  in  the  establishment  of  the  interna- 
tional or  “r”  unit,  known  as  the  “roentgen”.  This 
unit  is  based  upon  the  ionization  produced  by  the 
x-ray  beam  in  a given  volume  of  air  under  cer- 
tain conditions  and  is  defined  as  “that  quantity  of 
x-radiation  which,  when  the  secondary  electrons  are 
fully  utilized  and  the  wall  effect  of  the  chamber  is 
avoided,  produce's  in  one  cc.  of  atmospheric  air  at 
O.C.  and  76  cm.,  mercury  pressure,  such  a degree 
of  conductivity  that  one  electrostatic  unit  of  charge 
is  measured  at  saturation  current.”  This  definition 
was  subsequently  modified  in  1937,  but  did  not 
alter  this  value. 

Roentgen  dosage  is  based  on  two  factors  in  its 
clinical  application,  namely  the  dose  as  measured 
in  air  without  back-scattering,  and  secondly  with 
back-scattering.  In  this  latter  connection,  it  might 
he  said  in  passing,  that  back-scattering  may  add  as 
much  as  forty  percent  to  the  dosage  as  measured 
in  air  alone.  Another  highly  important  factor  is 
the  depth  dose,  namely  that  beneath  the  surface  of 
the  skin.  Without  burdening  you  any  further  with 
depth  dosage,  suffice  it  to  say  that  in  x-ray  treat- 
ment of  200  K.  V.  with  a filtration  of  mm.  copper 
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plus  1 mm.  aluminum  at  a 50  cm.  target-film  dis- 
tance, the  depth  dose  10  cm.  below  the  skin  surface 
is  only  about  35  to  50%  of  the  dose  at  the  skin  sur- 
face. 

I am  not  qualified  to  go  into  the  detailed  physics 
of  the  x-ray,  but  in  general,  it  can  be  stated  that 
the  x-ray  is,  as  far  as  we  know,  a form  of  electro- 
magnetic radiation,  of  varying  wave  length,  situ- 
ated between  short  radio  waves  and  the  gamma  and 
cosmic  rays. 

The  subject  of  the  indications  for  the  use  of 
x-ray  therapy  is  such  a broad  topic  that  it  is  difficult 
to  even  attempt  to  mention  the  entire  range  of  this 
field.  When  considering  the  effect  of  x-ray  radia- 
tion on  human  tissue,  it  may  be  stated  in  general 
that  its  action  is  primarily  destructive.  Further- 
more, it  must  be  kept  in  mind  that  in  the  field  of 
infection,  the  effect  of  roentgen  irradiation  is  neces- 
sarily different.  Infections  are  treated  with  very 
small  dosage  and  at  low  voltage  and  the  destructive 
effect  certainly  does  not  constitute  the  same  factor 
as  in  the  treatment  of  malignant  disease. 

Roentgen  irradiation  finds  its  most  effective  field 
in  skin  and  mucous  membrane  neoplasms,  princi- 
pally the  epitheliomas  and  well  over  ninety  percent 
of  skin  carcinomas  can  be  more  or  less  permanently 
destroyed  by  means  of  roentgen  irradiation. 

The  estimation  of  dosage  required  in  a particular 
case  is  one  that  naturally  calls  for  considerable 
judgment  and  experience.  It  is  readily  apparent 
that  the  roentgen  ray  is  capable  of  destroying  any 
tumor  mass  within  the  body  but  unfortunately  such 
a dose  would  in  many  cases  also  destroy  the  patient. 
In  other  words,  great  consideration  must  be  given 
to  tbe  normal  tissues,  some  of  which  are  always 
included  in  the  field  of  irradiation. 

All  x-ray  therapy  is  based  on  the  premise  that 
normal  tissues  can  withstand  a greater  dose  of 
roentgen  irradiation  than  the  tumor.  Thus,  when 
an  epithelioma  is  destroyed  by  means  of  roentgen 
irradiation,  the  adjacent  normal  tissues  are  likewise 
subjected  to  a very  destructive  dose,  but  it  is  the 
ability  of  the  normal  tissue  to  recover  from  this 
insult  that  leads  to  healing,  whereas  the  tumor  tissue 
succumbs.  Indeed,  Ewing  has  stated  that  the  tumor 
burns  in  the  flame  of  the  normal  tissue  bed. 

Roentgen  irradiation  has  very  wide  clinical  ap- 
plication and  its  effect  on  neoplasms  depends  upon 
the  character  of  the  tumor,  its  location,  and  the 
presence  or  absence  of  metastasis.  Since  the  re- 
action of  the  human  tissues  to  roentgen  irradiation 


varies  throughout  the  body,  likewise  the  tumors 
originating  in  these  tissues  show  a varying  sensi- 
tivity to  the  roentgen  ray.  This  difference  in  radio- 
sensitivity is  expressed  in  the  following  table  of 
Desjardins  of  the  Mayo  Clinic,  beginning  with  the 
most  sensitive  and  ending  with  the  least  sensitive 
tissues : — 

/.  Primitive  Blood  Cells. 

These  are  the  immature  cells  of  the  hematopoietic 
system  such  as  are  seen  frequently  in  cases  of 
leukemia.  In  this  disease,  the  response  to  roentgen 
irradiation  is  at  times  almost  startling  but  unfor- 
tunately not  permanent.  An  example  of  the  re- 
markable effect  of  roentgen  irradiation  in  this  field 
is  indicated  by  a reduction  of  the  white  cell  count 
in  a case  of  leukemia,  from  400,000  to  about  75,000 
after  one  small  dose  of  roentgen  irradiation  admin- 
istered over  the  spleen.  This  remarkable  effect  is 
mentioned  to  indicate  the  great  care  which  must 
be  used  in  treating  this  condition  by  roentgen  irra- 
diation. 

2.  Germinal  Cells  of  the  Ovaries  and  Testicles. 

Here  we  are  dealing  with  extremely  radiosensi- 
tive organs,  and  except  where  these  tissues  require 
direct  exposure,  they  must  be  carefully  shielded 
from  the  x-ray  beam.  Where  we  are  dealing  with 
ovarian  or  testicular  tumors,  the  response  to  irra- 
diation is  very  marked.  In  this  connection,  it  might 
be  stated  that  the  normal  testicle  or  ovary  can  be 
destroyed  by  roentgen  irradiation  and  indeed  this 
is  sometimes  called  for  clinically,  notably  in  cases 
of  prostatic  or  mammary  carcinoma  where  x-ray 
castration  can  be  accomplished  by  direct  irradiation 
over  tbe  testicles,  or  ovaries.  I might  interpose  at 
this  point,  my  experience  in  New  York  in  thera- 
peutic abortion  by  means  of  roentgen  irradiation 
of  the  pelvis  where  indicated  clinically.  In  this 
series  of  cases  there  was  a return  of  menstrual 
cycle  in  from  six  months  to  two  years  following 
the  irradiation  and  some  of  these  patients  had  sub- 
sequently gone  through  a full-term  pregnancy  with 
delivery  of  a normal  child.  Much  has  been  written 
in  this  connection  regarding  the  possibility  of  the 
production  of  monstrosities  in  cases  where  preg- 
nancy occurs  some  time  after  roentgen  irradiation 
of  the  ovaries.  No  such  cases  have  been  recorded, 
but  the  painstaking  work  of  Little  and  others  have 
definitely  produced  monstrosities  in  pigs  in  the 
later  generation  of  irradiated  animals,  but  only  by 
inbreeding.  Kaplan  has  been  following  a normal 
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female  child  who  is  at  present  fifteen  years  of  age, 
whose  mother  has  received  extensive  irradiation 
over  the  pelvis  a few  years  before  becoming  preg- 
nant with  this  child.  If  and  when  this  child  marries 
it  will  he  interesting  to  see  what  her  offspring  will 
present  from  the  standpoint  of  an  anatomical  anom- 
alies. It  will  take  several  generations  really  to 
answer  this  question  of  the  effect  irradiation  has 
on  the  hereditary  aspects  in  the  human.  That  it 
has  an  effect  on  the  genes  and  chromosomes  has 
been  demonstrated  in  pigs  by  inbreeding.  The 
answer  to  this  question  probably  will  not  he  forth- 
coming for  another  fifty  to  seventy-five  years  or 
more,  because  the  real  answer  will  have  to  be  de- 
layed until,  by  the  long  odds  of  the  law  of  chance, 
a union  is  affected  between  a male  and  a female 
both  of  whose  grandmothers  or  great-grand-moth- 
ers have  been  subjected  to  an  appreciable  amount 
of  roentgen  irradiation  to  the  ovaries. 

3.  Blood  Forming  Tissues,  including  Cells  of  the 
Red  Bone  Marrow,  Lymphatic  System,  and 
Spleen. 

In  this  group  may  he  included  the  lymphomas, 
lymphosarcomas  and  Hodgkin's  disease,  all  of 
which  are  quite  radiosensitive  although  here  again, 
unfortunately,  the  results  are  not  permanent  but, 
especially  in  the  case  of  Hodgkin’s  disease,  there 
is  a definite  and  sometimes  prolonged  extension  of 
life  with  great  comfort  to  the  patient. 

4.  Some  Glands  of  Internal  Secretion  as  the  Thy- 
mus, Pituitary,  Adrenal  and  Thyroid. 

Of  these,  it  may  he  particularly  noted  that  the 
thymomas  and  basophyllic  tumors,  (Cushing’s  Dis- 
ease) of  the  pituitary  are  quite  radiosensitive. 

5.  Skin. 

Here,  as  stated  previously,  we  find  possibly  the 
greatest  and  commonest  use  of  roentgen  irradiation 
and  I should  like  to  repeat  that  most  epitheliomas, 
perhaps  well  over  ninety  percent  can  be  cured.  In 
this  group  are  included  the  breast  carcinomas, 
which  is  a field  that  could  well  be  a subject  of  a 
whole  evening’s  discussion.  For  our  purposes  this 
evening  suffice  it  to  say  that  roentgen  irradiation  is 
of  definite  value  when  used  with  or  without  surgery. 
Accessory  treatment  to  produce  a castration  by  ir- 
radiation over  the  ovaries  in  menstruating  subjects 
with  mammary  cancer  has  already  been  mentioned. 

6.  Abdominal  V iscera,  Large  Intestines,  Pancreas, 
Kidneys  and  Uterus. 

In  these  organs,  particularly  the  uterus,  roentgen 
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irradiation  is  of  great  use  as  an  adjunctive  form  of 
therapy. 

7.  Connective  Tissues,  Muscles,  Fascia,  Cartilage, 
Bone  Fat  and  Nerve  Tissues. 

The  greatest  value  of  roentgen  irradiation  in  this 
group  is  in  the  treatment  of  hone  neoplasms,  largely 
in  association  with  surgery.  In  particular  reference 
to  Ewing's  sarcoma  of  the  bone,  this  type  of  tumor 
is  markedly  radiosensitive  and  x-ray  treatment 
should  always  he  used,  either  with  or  without 
surgery.  In  regard  to  nerve  structures  I may  men- 
tion irradiation  of  the  cervical  sympathetics  in 
angina  pectoris. 

This  quick  survey  of  the  indications  for  roentgen 
irradiation  is  necessarily  incomplete.  Enough  has 
been  stated  to  indicate  its  wide  field  of  application. 
It  should  be  stressed  that  roentgen  irradiation 
covers  a very  great  field  in  conjunction  with  surgery 
or  radium.  For  example,  I believe  that  with  very 
few  exceptions,  that  all  cases  of  carcinoma  of  the 
cervix  or  uterus,  treatment  by  radium  or  surgery 
should  have  supplementary  roentgen  irradiation. 

In  this  necessarily  limited  survey,  I have  only 
attempted  to  touch  the  highlights  and  I should  like 
to  close  my  remarks  by  again  stressing  the  impor- 
tant role  of  cooperation  between  the  radiologist  and 
the  various  services,  the  clinician,  the  surgeon,  the 
radium  therapist  and  the  pathologist,  in  all  cases 
where  roentgen  irradiation  is  indicated. 

May  I express  my  appreciation  to  the  Rhode 
Island  Society  of  Pathologist  for  the  pleasure  in 
taking  part  in  your  meeting. 


THE  INDICATIONS  FOR  RADIUM 
THERAPY 

G.  Raymond  Fox,  M.D. 

Chief,  Division  of  Radium  Therapy,  Tumor  Clinic 
The  Memorial  Hospital,  Pawtucket,  R.  I. 

It  is  the  tendency  of  the  present  and  no  doubt  of 
the  future,  to  place  the  burden  of  responsibility  of 
Radium  Therapy  upon  the  Surgeon.  Throughout 
the  Country,  I feel  that  the  Roentgen  Therapist  has 
readily  relinquished  this  work  to  the  Surgeon  ex- 
cept perhaps  in  the  large  centers,  where  he  would 
he  called  upon  for  a considerable  amount  of  Radium 
therapy.  It  has  been  my  observation  that  even  in 
large  centers  to-day,  with  the  exception  of  tele- 
radium therapy,  Surgeons,  in  their  own  anatomical 
fields,  prefer  to  administer  their  own  therapy.  The 


RHODE  ISLAND  MEDICAL  JOURNAL 


August,  1942 


RADIUM  THERAPY 


185 


Radiologist  with  the  extremely  large  field  of  Roent- 
gen diagnosis  and  therapy,  feels  that  he  has  a suffi- 
cient ground  to  cover  without  the  risk  of  added 
exposure  to  Gamma  rays  ; also,  because  this  is  a field 
where  many  times  he  is  compelled  to  turn  to  a 
Surgeon  because  of  surgical  procedures  involved 
in  the  administration  of  Radium ; and  lastly,  per- 
haps because  in  our  smaller  communities,  he  is  not 
called  upon  often  enough  to  warrant  owning  the 
material  or  required  to  keep  the  data  of  dosage,  etc. 
in  his  mind.  No  doubt,  if  he  owns  Radium,  he 
would  feel  in  a way,  he  was  competing  with  his 
very  expensive  therapy  apparatus  and  causing  a 
heavy  additional  outlay  of  money. 

It  is  not  the  purpose  of  this  talk  to  cover  com- 
pletely any  particular  phase  of  the  indications  for 
the  use  of  Radium,  but  rather  I will  discuss  a few 
areas  we  see  more  commonly  in  our  Tumor  Clinics 
and  in  particular  some  of  those  lesions  in  which  the 
use  of  Radium  is  debatable,  since  other  measures 
may  be  indicated  and  perhaps  are  just  as  effective. 

I feel  exceptionally  fortunate  in  having  Dr.  Ben- 
jamin, our  Roentgenologist,  as  head  of  an  allied 
department.  With  a department  of  Roentgen  ther- 
apy and  one  of  Radium  therapy,  the  problem  might 
arise  at  times,  of  some  overlapping  in  the  question 
of  treatment.  In  the  three  years  since  the  beginning 
of  our  Tumor  Clinic,  I do  not  remember  an  instance 
in  which  we  were  not  in  accord  as  to  the  proper 
modality  to  use  and  I am  sure  our  mutual  under- 
standing will  insure  future  years  against  friction. 
To  progress,  it  is  necessary  to  deter  from  the  beaten 
track  and  when  such  instances  occur,  we  have,  as 
one  might  say,  been  seeing  eye  to  eye  on  the  issue. 

In  the  minds  of  many,  since  the  Physicists  tell  us 
that  the  X-ray  and  the  Gamma  ray  of  Radium  are 
identical  in  their  physical  character  and  physiologi- 
cal effects,  there  is  a competitive  field  upon  which 
Radium  therapy  and  Roentgen  therapy  meet.  Such 
is  not  the  case.  It  is  our  understanding  that  there 
are  very  definite  indications  for  both  and  perhaps 
very  little  place  for  overlapping  if  properly  applied. 
Occasionally  a Tumor  Clinic  member  or  Staff 
Member  who  has  not  sufficient  knowledge  of 
Radium  or  X-ray  may  cause  confusion  to  occur 
but  as  a rule  an  explanation  will  straighten  out 
difficulties  in  this  circumstance. 

In  a talk  on  the  indications  for  Radium  therapy, 
perhaps  a few  words  on  the  nature  of  Radium 
would  be  helpful  in  understanding  our  reasons  and 
use.  To  me,  the  physical  nature  of  Radium  is  a 


fascinating  study.  I regret  that  we  do  not  have 
facilities  to  work  with  the  Physicists  who  are  con- 
stantly experimenting  with  it.  It  is  unfortunate 
that  the  physics  of  Radium  are  not  stressed  in 
medical  education. 

As  most  of  11s  know,  Radium  is  an  element  of 
high  atomic  weight  and  therefore  is  a complex 
atom.  Only  atoms  of  high  atomic  weights  have 
this  property  of  radioactivity  due  to  a spontaneous 
disintegration  of  the  nucleus  of  the  atom.  When 
this  spontaneous  disintegration  occurs,  there  starts 
the  process  of  forming  new  elements  until  the  final 
event  occurs,  in  which  only  lead  is  left.  Here  the 
transmutation  process  of  the  Alchemists  is  real- 
ized, but  in  reverse.  They  would  start  with  lead 
in  an  attempt  to  make  a more  valuable  metal. 

In  this  disintegration  phenomena,  we  recognize 
three  different  rays,  so  called : The  Alpha,  Beta 
and  Gamma.  The  Alpha  and  Beta  make  up  about 
96%  of  the  emanations,  whereas,  the  Gamma  con- 
stitutes only  about  4%.  In  medicine,  with  the  ex- 
ception of  the  Dermatologist,  we  do  not  use  the 
Alpha  and  Beta  rays  but  eliminate  them  or  filter 
them.  Since  the  Alpha  rays  cannot  penetrate  a 
sheet  of  paper,  they  are  easily  eliminated.  The 
Beta  rays  are  eliminated  by  mm.  of  platinum. 
Thus  our  containers,  either  capsules  or  needles, 
prevent  the  undesirable  Alpha  and  Beta  rays  and 
we  have  only  the  Gamma  coming  through  the  walls 
of  the  containers.  It  is  of  interest  to  note  that  the 
Alpha  rays  are  not  rays  at  all,  but  helium  nuclui 
traveling  with  high  velocities.  The  same  is  true  of 
Beta  rays ; there  are  nothing  but  electrons  flying 
through  space.  The  Gamma  rays  are  true  rays 
traveling  with  the  speed  of  light  and  capable  of 
piercing  several  inches  of  lead. 

Many  ask  the  question,  — if  the  Radium  atom 
is  constantly  exploding,  why  is  the  quantity  not 
used  up  quickly?  But  Radium  decays  at  a very 
definite  rate.  In  other  words,  a given  number  of 
atoms  will  disintegrate  within  a given  time.  Thus, 
we  know  that  a quantity  of  Radium  will  only  be  Yi 
used  up  in  1690  years,  and  Y/z  °f  the  remaining 
portion  will  be  used  in  another  1690  years,  so  that 
a supply  will  not  be  totally  inert  for  approximately 
20,000  years.  This  misunderstanding  is  caused  no 
doubt  by  the  gas  Radon,  which  has  the  same  prop- 
erties as  its  parent,  Radium.  Radon  disintegrates 
much  more  rapidly.  This  gas  is  formed  when 
Radium  salts  are  placed  in  solution.  After  recovery 
from  the  solution,  it  is  pumped  into  small  gold 
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capillary  tubes.  A supply  of  Radon  will  be  entirely 
used  up  in  30  days.  Therefore,  it  is  used  frequently 
in  locations  where  it  is  not  easily  removed  and 
knowing  that  it  is  not  active  over  30  days,  we  know 
that  it  will  not  cause  harmful  effects  if  the  seeds 
are  not  removed.  Radium,  on  the  other  hand,  if  it 
were  left  in  a tissue  would  continue  to  radiate  as 
long  as  it  was  in  place.  Radon  also  bv  merit  of  its 
small  size  may  be  placed  into  cavities  with  instru- 
ments, thereby  relieving  us  of  the  necessity  of 
open  operation.  In  the  mouth  where  large  needles 
and  applicators  are  not  easily  used,  it  is  perhaps 
the  method  of  choice.  Perhaps  the  most  frequent 
user  of  Radon  seeds  is  the  Urologist,  who  may 
place  them  with  a cystoscope  or  may  close  the 
bladder  after  implantation  without  being  concerned 
with  removal  of  the  seeds. 

Radium  may  be  used  in  several  ways,  namely: 
Into  the  tissues  and  referred  to  as  interstitial  radia- 
tion or  contact  radiation  — in  this  we  mean  the 
Radium  is  in  direct  contact  with  the  lesion  or  1 to 
2 cm.  above  it.  The  last  type  is  tele-radium  therapy, 
— in  this  method  large  quantities  of  radium,  4 to 
6 gms.  in  a pack  are  used  at  distances  of  10  cm.  or 
more  from  the  lesion  and  in  a manner  similar  to 
high  voltage  X-ray  machines.  This  latter  I will  not 
discuss  because  only  in  large  cancer  Clinics  is  this 
to  be  had.  This  modality  competes  more  with  high 
voltage  therapy  and  is  used  for  much  the  same 
lesions.  As  to  the  relative  benefits  of  high  voltage 
or  Radium  packs,  I would  prefer  to  leave  that  dis- 
cussion to  the  Roentgenologist. 

When  Radium  is  applied  by  contact,  the  rays 
when  penetrating  the  tissues  are  stopped  by  those 
tissues.  Consequently,  in  radiating  a lesion,  we 
must  radiate  not  only  the  surface  hut  must  consider 
the  depth  of  the  tumor.  In  order  to  radiate  a deep 
tumor  from  the  surface,  the  Radium  applicator 
must  be  raised  above  the  surface  to  get  enough  long 
penetrating  waves  deep  into  the  tissues.  This  re- 
duces the  effectiveness  of  the  radium  and  requires 
a longer  period  of  application  in  direct  proportion 
to  the  distance  from  the  lesion.  Therefore,  gener- 
ally speaking,  for  this  type  of  work,  we  would,  of 
course,  use  high  voltage  X-ray,  since  the  same  effect 
is  had  in  shorter  periods  of  treatment  with  less 
danger  to  the  Therapist  and  Attendants  because  of 
the  better  protection  there  is  from  X-ray  machines 
than  Radium  applicators. 

Considering  accessible  tumors,  such  as  Carci- 


noma of  the  cervix,  where  Radium  may  be  easily 
placed  into  the  tissues  with  needles  or  in  contact, 
we  find  that  radium  treatment  has  become  the 
method  of  choice,  either  with  or  without  X-ray 
therapy. 

In  considering  this  latter  condition,  a paper 
would  be  amiss  if  mention  were  not  made  of  work 
of  Doctor  Pitts  and  Waterman,  in  their  experience 
of  over  20  years  with  interstitial  radium  therapv 
for  carcinoma  of  the  cervix.  It  is  an  outstanding- 
work  built  on  the  skill,  knowledge  and  patience  of 
these  two  men.  I would  also  like  to  comment  on 
the  sincerity  and  accuracy  of  their  articles.  In  this 
day,  we  are  disappointed  many  times  in  the  articles 
on  radiation.  The  methods  and  dosages,  as  given, 
are  either  based  on  a desire  to  confuse  the  reader 
or  perhaps  discourage  those  who  lack  a proper 
knowledge  of  the  subject  to  treat  cases.  In  the 
papers  by  Drs.  Pitts  and  Waterman,  one  may  easily 
follow  their  work  and  apply  the  facts  to  ones  own 
cases,  so  concise  is  the  information  and  without 
attempt  to  confuse  the  readers. 

In  the  interstitial  treatment  of  carcinoma  of  the 
cervix,  there  are  many  pros  and  cons  as  to  the 
combined  use  with  X-ray.  No  doubt,  hard  and  fast 
rules  cannot  be  made  and  perhaps  a middle  ground 
is  a better  route,  deciding  the  merits  of  each  case 
as  to  the  extent  of  the  disease  and  the  microscopic 
grading.  In  the  so-called  French  technique  in  which 
applicators  containing  radium  are  placed  around  the 
cervix  and  into  the  cervical  canal  and  uterine 
cavity,  there  is  little  question  that  pre-operative 
and  post-operative  X-ray  radiation  is  necessary. 
For  in  this  instance  again  many  centimeters  of 
tissue  have  to  be  penetrated  in  order  for  deeper 
structures  to  be  reached  and  to  deliver  a dose  suffi- 
cient to  be  lethal  to  the  cancer  cells.  Thus,  an 
extremely  long  period  of  treatment  would  be  neces- 
sary and  a dose  would  be  delivered  to  nearer  tissues 
from  which  they  could  probably  not  recover.  In 
the  interstitial  method,  the  dose  is  delivered  from 
the  center  of  the  lesion  for  all  practical  considera- 
tions. 

In  lesions  of  the  skin,  which  constitute  a great 
percentage  of  admissions  to  Tumor  Clinics,  many 
different  opinions  exist  as  to  the  proper  method  of 
treatment.  Complete  wide  excision  will  probably 
effect  as  great  a percentage  of  cure  as  any  other 
method.  However,  since  many  of  these  lesions  are 
on  the  face,  the  cosmetic  standpoint  has  to  be  con- 
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sidered.  Even  with  skin  grafting,  marked  scars 
occur  which  are  many  times  objectionable.  The 
greater  number  of  these  lesions  are  successfully 
treated  by  local  excision  biopsy  followed  by  X-ray 
therapy.  However  smaller  lesions  not  over  2 cm. 
may  be  successfully  treated  by  Radium  in  contact 
and  consequently  there  is  less  wear  and  tear  on  the 
high  voltage  X-ray  equipment.  However,  Radium 
treatment  means  a considerable  exposure  of  the 
fingers  of  the  Therapist  to  treat  these  lesions,  par- 
ticularly if  the  Therapist  has  any  great  amount  of 
Radium  therapy.  This  latter  situation  is  eased  to  a 
certain  extent  if  more  than  one  Therapist  or  other 
people  are  assigned  to  the  work  and  may  alternate, 
therefore  reducing  the  risk.  In  the  smaller  lesions 
where  excision  biopsy  is  performed  near  to  the 
lesion  and  is  followed  by  close  approximation  of  the 
skin  to  minimize  scar,  there  arises  the  question  as 
to  whether  the  surrounding  tissues  should  not  be 
radiated  to  prevent  recurrences.  I feel  that  if  the 
excison  is  made  close  to  the  lesion,  radiation  of  the 
surrounding  tissues  for  more  than  1 cm.  is  advis- 
able by  either  Radium  or  X-ray  therapy.  The  fact 
that  groups  of  cancer  cells  may  exist  beyond  the  1 
cm.  margin  has  been  proven  by  us.  Starting  a couple 
of  years  ago,  in  cases  where  surgery  was  to  follow 
treatment  of  lesion,  biopsies  were  taken  from  the 
neighboring  tissues  over  1 cm.  from  the  lesion  and 
in  what  appeared  to  he  normal  skin.  In  many  of 
these  biopsies,  cancer  cell  groups  were  found. 

In  the  recurrent  type  of  skin  lesion  which  has 
been  previously  radiated  and  is  made  up  of  dense 
fibrous  tissue  with  malignant  cells  imbedded  and 
which  is  frequently  radio-resistant,  our  treatment 
of  choice  is  wide  excision  by  actual  cautery  to  be 
followed  by  skin  grafting,  if  indicated. 

Another  method  of  treating  these  skin  lesions 
may  be  by  low  voltage  X-rays  or  Contact  X-ray 
therapy.  In  many  large  Clinics,  small  lesions  are 
conveniently  treated  by  Contact  therapy,  which  has 
definite  advantages  and  disadvantages.  This  field 
is,  of  course,  Dr.  Benjamin's  and  perhaps  he  will 
give  his  ideas  on  the  subject. 

In  the  intra-oral  lesions,  the  treatment  of  which 
brings  so  many  unsatisfactory  results,  some  lesions 
are  better  treated  by  Radon  seeds  or  Radium 
needles,  while  others  are  in  areas,  accessible  for 
the  various  X-ray  applicators.  Some  of  these 
lesions  may  be  treated  by  Radium  in  moulages  and 
this  latter  method  would  no  doubt  be  ideal  except 


that  there  is  a time  element  required  to  make  the 
moulage  and  since  these  lesions  are  rapidly  grow- 
ing, the  shape  many  times  has  changed  by  the  time 
the  moulage  is  made  or  worse  still,  the  disease  may 
extend  to  a degree  of  incurability  in  the  meantime. 
To  make  a moulage  correctly  requires  the  effort  of 
a Dentist.  At  our  Clinic,  Dr.  Fortier  has  built  some 
very  fine  ones,  one  of  which  I will  exhibit  to  you. 
However,  it  is  a complicated  process  requiring 
much  time  which  is  precious  to  the  patient  so 
afflicted.  These  moulages  must  be  made  in  the  same 
manner  as  a denture  plate  and  the  ones  made  other- 
wise are  not  satisfactory. 

The  last  lesions  which  I will  discuss  and  which 
come  up  for  treatment  frequently  in  our  Tumor 
Clinics  are  Hemangiomas.  Many  of  these  lesions 
are  easily  excised  or  treated  by  sclerosing  solutions. 
However,  on  the  face  where  cosmetic  considera- 
tions are  of  utmost  importance,  they  are  easily 
handled  and  the  dosages  required  are  so  small  that 
concern  over  neighboring  structures  are  needless. 
Also  we  are  able  to  arrest  their  growth  and  then 
discolorize  to  the  extent  we  wish  for  best  cosmetic 
results. 

In  this  brief  discussion  of  the  issues  regarding 
the  proper  method  of  treatment,  I feel  that  Tumor 
Clinics  have  had  a marked  effect  on  the  choice  of 
therapy.  There  is  no  doubt  a marked  improvement 
in  the  handling  of  cases  from  the  standpoint  of 
X-ray  and  Radium  therapy.  This  is  because  most 
of  the  cases  are  treated  after  group  considera- 
tion, comprising  pathologists,  Internists,  Surgeons, 
Roentgen  and  Radium  Therapists.  Each  case  is 
discussed  openly,  that  we  may  not  be  biased  or  be- 
come surgically  minded,  X-ray  minded  or  Radium 
minded,  but  allow  the  case  to  have  the  most  suit- 
able type  of  treatment,  depending  upon  the  circum- 
stances. Again,  there  probably  is  an  advantage  in 
the  Surgeon  being  given  the  responsibility  of  Ra- 
dium therapy  and  since  he  may  use  either  method, 
he  would  more  often  apply  the  best  type,  depending 
upon  his  judgment.  In  the  past,  a Surgeon  would 
apply  only  surgery  to  all  lesions  and  the  Radium 
Therapist  would  apply  Radium  to  all  lesions,  and 
both  having  their  cases  suffer  because  of  being  un- 
familiar with  the  other  man’s  tools. 

We  have  a great  responsibility  placed  upon  us 
by  our  predecessors.  We  are  able  to  start  where 
they  left  off ; consequently,  much  more  will  be 
expected  of  us  in  terms  of  results. 
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FIFTH  ANNUAL  EXHIBITION 
AMERICAN  PHYSICIANS’  ART 
ASSOCIATION 


New  Officers 

President  Samuel  Gellert,  M.D. 

Vice-President  Max  Thorek,  M.D. 

Sec’y-Treasurer  F.  H.  Redewill,  M.D. 


The  fifth  annual  exhibition  of  the  American 
Physicians'  Art  Association  was  held  June  8-12, 
1942,  at  Atlantic  City,  N.  J.,  in  Convention  Hall, 
under  the  same  roof  with  the  American  Medical 
Association. 

This  exhibition  was  enthusiastically  acclaimed 
the  most  attractive  one  of  the  entire  convention, 
as  evidenced  by  the  fact  that  the  40'  x 60'  room 
was  filled  with  visitors  at  all  times.  There  were 
350  original  art  works,  a large  number  considering 
war  time.  Seventy-three  prizes  were  awarded,  so 
that  every  contestant  felt  that  he  had  a chance  to 
win  an  award,  especially  since  the  prizes  were 
divided  into  four  classes,  according  to  the  length 
of  time  the  artist  had  been  working:  Class  A,  over 
8 years : Class  B,  3 to  8 years ; Class  C,  8 months 
to  3 years ; Class  D,  under  8 months. 

Under  the  new  rules,  no  artist  may  receive  more 
than  one  award  in  one  year.  No  private  or  com- 
mercial prizes  are  permitted,  all  prizes  being  the 
Association’s. 

One  of  the  interesting  developments  of  the  ex- 
hibition was  that  physicians  returned  again  and 
again,  bringing  along  friends  and  families.  In 
many  instances,  doctors’  wives  brought  the  doctors. 
The  estimated  attendance  was  13,000,  and  it  is 
doubtful  that  a single  visitor  to  the  Convention 
missed  viewing  the  art  exhibit. 

The  annual  banquet  was  attended  by  130  mem- 
bers and  friends  of  the  Association,  this  number 
being  many  times  larger  than  at  previous  meetings. 
A feature  of  the  banquet  was  an  illustrated  talk  by 
Mr.  Fred  Weber  on  “Newer  Technic  of  Painting." 

Many  former  members  of  the  American  Physi- 
cians’ Art  Association  rejoined,  and  over  200  new 
members  were  enrolled.  It  is  not  obligatory  for  a 
physician  to  be  an  artist;  he  may  join  either  in 
hope,  or  simply  because  he  appreciates  art  and 
wishes  to  encourage  the  physicians’  art  movement 

Mead  Johnson  & Company’s  ambition  to  make 
the  American  Physicians’  Art  Association  self- 
sustaining  will  probably  be  attained  when  the  mem- 


bership reaches  1,000.  The  outstanding  success  of 
the  1942  exhibition  lias  assured  a firm  foundation 
and  augers  well  for  the  future. 


BOOK  REVIEWS 

Blood  Grouping  Technic  by  F.  Scbefif  and  Wm. 
C.  Boyd,  Interscience  Publishers,  Inc.,  New 
York  City. 

The  subtitle  of  this  book,  "A  Manual  for  Clini- 
cians, Serologists,  Anthropoligists  and  Students  of 
Legal  and  Military  Medicine”  indicates  its  useful- 
ness. The  orderly  arrangement  of  the  theory, 
methods  and  uses  of  Blood  Grouping  Technic 
makes  it  a good  text-book  for  the  beginner  as  well 
as  a handy  reference  book  for  those  more  accus- 
tomed to  laboratory  procedures. 

The  Clinician  can  find  the  reasons  for  rules  re- 
garding the  collection  of  specimens  and  for  con- 
fusing delays  and  errors  in  laboratory  reports.  The 
pitfalls  of  technic  are  pointed  out  and  some  ex- 
planations are  given  for  reactions  following  trans- 
fusion. 

For  the  Serologist.  there  are  complete  and  emer- 
gency methods  of  performing  the  tests  and  full 
directions  for  the  preparation  of  reagents  and  their 
standardization. 

There  is  a discussion  of  Blood  Banks  and  the 
uses  of  hlood  substitutes  including  plasma  and 
serum  in  their  various  forms. 

Chapters  on  forensic  applications  of  Blood 
Grouping  and  on  investigations  in  Anthropology 
complete  the  book,  making  it  a valuable  addition 
to  the  library  of  anyone  concerned  with  the  subject. 

Esther  E.  Brixtzenhoff 

War  Gasfs — Thfir  Identification  and  Decon  - 
tamination bv  Morris  B.  Jacobs,  Ph.D. 
Published  bv : Interscience  Publishers,  Inc., 
New  York,  N.  Y„  1942. 

This  book  of  162  pages  on  Chemical  Warfare 
( iases  is  written  primarily  to  give  information  on 
poison  gases  which  may  be  useful  to  the  gas  iden- 
tification officer,  the  war  gas  chemist,  the  decon- 
tamination officer,  and  the  health  officer.  Several 
chapters  are  also  useful  to  the  air  raid  warden. 
Medical  aspects  of  chemical  warfare  gases  are  not 
included,  and  therefore  the  book  is  of  little  refer- 
ence value  to  the  physician.  The  chapters  on  effect 
of  war  gases  on  materials,  water,  and  food  ; scheme 
of  analysis  of  the  various  gases:  detection  and  de- 
termination of  arsenic ; confirmatory  tests ; and 
decontamination,  are  fully  descriptive.  The  book 
is  compact  and  well  written  and  should  serve  a 
useful  purpose  as  a handbook  for  the  civilian  chem- 
ical warfare  gas  officers. 

Kalei  K.  Gregory,  M.D. 
Deputy  Medical  Gas  Officer 
State  Council  of  Defense 
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Manual  of  Standard  Practice  of  Plastic  and 
Maxillafacial  Surgery.  W.  B.  Saunders 
Company,  1942. 

Section  1 

The  author  of  this  section,  Ferris  Smith,  has 
accomplished  what  appears  to  be  the  purpose  of 
these  series  of  texts,  namely,  to  give  in  a condensed 
form  the  principles  of  the  subject  so  that  they  are 
available  for  convenient  and  quick  reference.  The 
chapter  on  General  Considerations  should  be  read 
carefully  for  many  basic  principles  of  plastic  sur- 
gery such  as  preservation  of  normal  facial  expres- 
sion, retention  of  blood  and  nerve  supply  and  other 
fundamentals  are  strongly  emphasized. 

There  is  no  attempt  to  go  into  great  detail  with 
any  single  subject  and  one  must  realize  that  this 
text  deals  with  reconstructive  surgery  rather  than 
cosmetic  surgery.  The  detailed  steps  that  one  finds 
in  the  larger  works  on  this  subject  are  not  found 
here  although  the  illustrations  which  are  presented 
are  good. 

J.  Murray  Beardsley,  M.D. 

Section  II  of  the  Manual  of  Standard  Prac- 
tice of  Plastic  and  Maxillafacial  Sur- 
gery is  presented  by  members  of  the  Army 
Dental  Corps. 

Fairbank,  Stout,  Ivy,  and  Eby,  no  doubt,  have 
had  considerable  experience  in  this  type  of  surgery. 

This  manual  of  1942  compared  with  “Army  Den- 
tistry", Keyes,  Appleton  1918,  demonstrates  the 
vast  strides  made  by  the  Medical  and  Dental  Pro- 
fessions in  this  particular  specialty. 

The  treatment  of  civilian  injuries  of  the  jaws 
today  as  the  result  of  automobile  accidents  is  much 
more  complicated  than  the  treatment  of  fractures 
of  the  jaws  as  the  result  of  a punch,  or  fall,  that 
compiled  most  of  these  injuries  twenty-five  years 
ago. 

In  this  Manual  we  are  presented  with  photo- 
graphs, sketches  and  radiograms  of  disfigurement 
due  to  the  result  of  gunshot  wounds  and  wounds 
inflicted  by  the  enemy  in  a state  of  war.  This  is 
another  step  forward  beyond  the  automobile  age 
of  fractures. 

Very  well  demonstrated  are  the  vast  destructions 
of  soft  tissue  complicated  by  destruction  of  the 
bony  tissues. 

The  immediate  treatment  of  jaw  and  facial  in- 
juries are  well  described  and  consideration  for 
immediate  treatments  is  minutely  considered. 

There  are  passages  concerning  digital  pressure 
for  the  control  of  hemorrhage  and  for  bandaging. 

This  manual  is  recommended  to  all  dental  and 
medical  men  in  and  entering  the  armed  services  and 
to  all  students  in  the  medical  and  dental  schools  and 
all  hospital  internes. 

Charles  J.  Smith,  D.M.D. 


The  National  Formulary,  Seventh  Edition, 
1942.  Published  by  the  American  Pharma- 
ceutical Association,  1942.  Electrotyped, 
Printed  and  Distributed  by  Mack  Printing 
Company,  Easton,  Pennsylvania. 

An  official  publication  by  the  American  Pharma- 
ceutical Association  with  standardized  formulas 
for  describing,  preparing,  identifying,  testing  and 
storing  of  pharmaceutical  preparations.  A most 
complete  listing  of  (nonpropriety)  drugs  and 
formulas  for  the  prescription  writing  doctor  and 
druggist.  Also  of  test  solutions,  explanations  and 
references  for  the  person  interested  in  pharma- 
cology. 

This  edition  should  be  helpful  to  medical  doctors 
and  in  the  bookcase  of  every  pharmacy  in  the 
country. 

Thomas  E.  Mltrphy,  Ph.G. 
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PHYSICIANS  CASUALTY  ASSOCIATION 
PHYSICIANS  HEALTH  ASSOCIATION 


HOSPITAL  ACCIDENT 
SICKNESS  Insurance 


For  Ethical  Practitioners  Exclusively 


(57,000  POLICIES  IN  FORCE) 


LIBERAL  HOSPITAL  EXPENSE 
COVERAGE 

For 

$10.00 

per  year 

$5,000.00  accidental  death 

$25.00  weekly  indemnity,  accident  and  sickness 

For 

$32.00 

per  year 

$10,000.00  accidental  death 

$50.00  weekly  indemnity,  accident  and  lickness 

For 

$64.00 

per  year 

$15,000.00  accidental  death 

$75.00  weekly  indemnity,  accident  and  sickness 

For 

$96.00 

per  year 

40  years  under  the  same  management 

$2,220,000.00  INVESTED  ASSETS 


$10,750,000.00  PAID  FOR  CLAIMS 

, $200,000  deposited  with  State  of  Nebraska 
for  protection  of  our  members 
Disability  need  not  be  incurred  in  line  of  duty  — 
benefits  from  the  beginning  day  of  disability 

Disabilities  occasioned  by  war  are  covered  in  full. 

Send  for  applications,  Doctor,  to 

400  First  National  Bank  Building,  • Omaha,  Nebr. 
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Many  physicians  are  becoming  increas- 
ingly aware  of  the  value  of  DR.  LOCKE 
SHOES  in  their  practice.  They  are  finding 
them  most  HELPFU L in  aiding  the  reduc- 
tion of  pain  and  swelling  due  to  functional 
decompensation  of  foot  structure. 

Our  staff  understand  your  problem  and 
will  work  with  you. 


Co. 


SECOND  FLOOR,  W00LW0RTH  BLDG. 
CAS  P E E 8 7 2 8 


OXYGEN 

CARBON  DIOXID-OXY GEN 
MIXTURES 

HELIUM-OXYGEN  MIXTURES 
NITROUS  OXID 
CARBON  DIOXID 
CYCLOPROPANE 

* * * 

OXYGEN  TENTS,  FACE  MASKS 
For  Sale  or  For  Rent 

CORP  BROTHERS 

Dexter  11020 
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Subscription 
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Eye,  Ear,  Nose  and  Throat 

FRANCIS  L.  BURNS,  M.D. 

Ear,  Nose  and  Throat 

Office  Hours  — 1 :00-5:00  P.  M. 
and  by  appointment 

382  Broad  Street  Providence 


FRANK  W.  DIMMITT,  M.D. 

Eye,  Ear,  Nose  and  Throat 
78  Waterman  Street  Providence,  R.  I. 

Hours:  By  appointment 


JOS.  L.  DOWLING,  M.D. 

Practice  limited  to 
Diseases  of  the  Eye 

57  Jackson  Street  Providence,  R.  1. 

1-4  and  by  appointment 


RAYMOND  F.  HACKING,  M.D. 
Practice  limited  to  diseases  of  the  eye 
105  Waterman  Street  Providence,  R.  I. 


GORDON  J.  McCURDY,  M.D. 

Ear,  Nose  and  Throat 
Bronchoscopy  and  Esophagoscopy 
Hours,  by  appointment 
Phone  DExter  5550 

198  Angell  Street  Providence,  R.  I. 


BENJAMIN  FRANKLIN  TEFFT,  M.D. 
Ear,  Nose  and  Throat 

185  Washington  Street  West  Warwick,  R.  I. 
Hours  by  appointment  Phone  Valley  229-R 


HERMAN  A.  WINKLER,  M.D. 

Ear,  Nose  and  Throat 
224  Thayer  Street,  Providence  R.  I. 
Hours  by  appointment  Call  GAspee  4010 


Cardiology 

CLIFTON  BRIGGS  LEECH,  M.D. 
Practice  limited  to 

Diseases  of  the  Heart  and  Circulatory  System 
Hours  by  appointment 
Phone  GAspee  5171 
Residence,  Warren  1191 
82  Waterman  Street  Providence,  R.  I. 

Dermatology 

WILLIAM  B.  COHEN,  M.D. 

Practice  limited  to 
Dermatology  and  Syphilology 
Hours  2-4  and  by  appointment 
105  Waterman  Street  Providence,  R.  I. 


VINCENT  J.  RYAN,  M.D. 

Practice  limited  to 
Dermatology  and  Syphilology 
Hours  by  appointment  Call  GA  4313 

198  Angell  Street,  Providence,  R.  I. 


CARL  D.  SAWYER,  M.D. 

Practice  limited  to 
Dermatology  and  Syphilology 
Hours  by  appointment 

182  Waterman  Street  Providence,  R.  I. 

MALCOLM  WINKLER,  M.D. 

Practice  limited  to 
Dermatology  and  Syphilology 
Hours  by  appointment  Call  DExter  0105 

105  Waterman  Street,  Providence,  R.  I. 

Genito-Urinary 

VINCENT  J.  ODDO,  M.D. 

Practice  limited  to 
Urology  and  Urological  Surgery 
Hours:  2-4  and  7-8  and 
by  appointment 

322  Broadway  Providence,  R.  I. 

X-Ray 

JACOB  S.  KELLEY,  M.D. 

Practice  limited  to  all  branches  of 
Roentgenology 

Special  attention  given  to  bedside  work 
153  Smith  Street  Providence,  R.  I. 

Hours:  10  to  4 and  by  appointment 
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(Medical) 
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Oxygen 
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Carbon  Dioxid  - Oxygen 

Helium  - Oxygen 

Cyclopropane 


Complete  Apparatus 
for  Administration 
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COMPANY 

DExter  0742 
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Massage 


MISS  RACHEL  LEE  FITZGERALD 

Swedish  Massage 
Corrective  Exercises 

Telephone:  Warren  1015 

Massasoit  Ave.  Barrington,  R.  I. 


Druggist 


J.  E.  BRENNAN  & COMPANY 
Leo  C.  Clark,  Prop. 

APOTHECARIES 

5 North  Union  Street  Pawtucket,  R.  I. 

Sheldon  Building 

5 Registered  Pharmacists 
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If  milk  is  properly  cared  for  after  it  reaches  the 
home,  the  consumer  should  have  no  difficulty  with  every-other- 
day  delivery.  Under  the  sponsorship  of  health  authorities,  the 
milk  dealers  of  Massachusetts  are  mailing  to  every  customer 
the  following  information  on  the  care  of  milk  and  cream: 

WE 

1 

2 

3 

4 

5 

The  Hood  Company  welcomes  this  opportunity 
to  do  its  part  in  an  industry-wide  consumer  edu- 
cation program.  Should  you  desire  any  infor- 
mation about  this  Company  or  about  our  prod- 
ucts, please  do  not  hesitate  to  call  upon  us. 


Take  milk  and  cream  in  as  soon  as  delivered. 

Be  sure  your  refrigerator  is  cold  enough  to  keep  milk 
below  45°. 

Never  pour  milk  back  into  the  bottle  or  mix  remainders 
of  bottles. 

Keep  milk  or  cream  in  the  original  container,  and  tightly 
covered. 

Keep  newest  milk  at  the  back  of  the  refrigerator;  use 
oldest  milk  first. 


H.  P.  HOOD  & SONS 
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*Reg.  U.  S.  Pat.  Off.  Pelrogalar  is  an  aqueous  suspension  of  pure 
mineral  oil  each  100  cc.  of  which  contains  65  cc.  pure  mineral  oil 
suspended  in  an  aqueous  jelly  containing  agar  and  acacia. 


• Look  at  him  go!  First  in  any  chow  line,  this  rookie’s 
enthusiastic  gorging  is  offset,  fortunately,  by  a strenu- 
ous program  of  exercise.  His  counterpart  among  the 
“Rocking  Chair  Brigade”  still  has  to  he  considered. 
When  over-indulgence  and  lack  of  exercise  are  causa- 
tive factors  in  constipation,  relief  may  often  he 
obtained  with  Petrogalar.* 

It  helps  to  soften  thoroughly  the  stool  and  encour- 
ages regular,  comfortable  bowel  movement.  Petrogalar 
is  acceptable  even  with  “stuffy”  patients  because  of  its 
pleasant  taste  and  ready  miscibility  in  water. 

It  may  be  taken  directly  from  the  spoon  or  from 
a glass.  Consider  Petrogalar  for  the  treatment  of 
constipation. 


FOR  THE  TREATMENT  OF  CONSTIPATION 

P etrogalar 


• Chicago,  Illinois 


Petrogalar  Laboratories,  Inc. 


8134  McCormick  Boulevard 
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ADRENAL  CORTICAL  HORMONES 
ESSENTIAL  TO  LIFE 


Adrenal  Cortex  extract  ( Upjohn  J 


Tuberculosis  of  the  Adrenal 

The  original  description  of  Addison’s 
disease  attributed  the  condition  to 
tuberculosis  of  the  adrenal.  Recent 
autopsy  series  show  that  there  may  be 
other  causes  and  that  these  account  for 
a considerable  proportion  of  the  cases. 


Normal  Adrenal  Cortex 

The  cortex  of  the  adrenal  gland  is 
essential  for  life  in  human  beings  and 
in  all  animals  which  possess  this  gland. 
Its  removal  is  fatal  within  a few  days. 


Sterile  Solution 


Sterile  Solution  Adrenal  Cortex  Extract  (Upjohn)  is  an  extract 
of  adrenal  glands  from  domestic  animals,  containing  the 
cortical  steroids  essential  for  the  maintenance  of  life  in  adren- 
alectomized  animals,  but  so  purified  that  only  traces,  at  the 
most,  of  epinephrine  are  present.  Each  cc.  contains  not  less 
than  50  dog  units  of  cortical  activity  (2.5  rat  units)  when 
assayed  by  the  method  of  Cartland  and  Kuizenga  (American 
Journal  of  Physiology  117:678,  1936). 

Sterile  Solution  Adrenal  Cortex  Extract  (Upjohn)  is  of 
value  in  cases  of  Addison’s  disease  or  of  adrenal  cortex  insuf- 
ficiency, and  in  surgical  procedures  involving  the  adrenal 
gland,  such  as  removal  of  cortical  tumors,  as  a prophylactic 
measure  to  prevent  the  development  of  symptoms  of  adrenal 
cortex  insufficiency. 

Sterile  Solution  Adrenal  Cortex  Extract  (Upjohn)  is  supplied  in 
10  cc.  size  rubber-capped  vials  as  a sterile  solution  for  injection. 


THE  UPJOHN  COMPANY  • Kalamazoo , Michigan 

Fine  Pharmaceuticals  Since  1886 


IV 


- 

the  fax* 

Dilantin  Sodium,  an  anticonvulsant  with  relatively  little 
hypnotic  effect,  has  become  firmly  and  deservedly  en- 
trenched in  the  treatment  of  epilepsy.  It  is  the  "drug  of 
choice"2  for  most  patients  subject  to  seizures,  especially 
effective  for  controlling  psychomotor  attacks  which  are 
little  influenced  by  bromides  or  phenobarbital.1 

Kapseals  Dilantin*  Sodium  (phenytoin  sodium)  have 
indeed  opened  the  way  to  a new  life  for  many  epileptics 
...  a more  normal  and  happier  life  . . . with  seizures 
usually  decreasing  in  number  and  severity,  and  sometimes 
ceasing  entirely. 


* TRADE  MARK  REG.  U.  S.  RAT  Off. 


Several  phases  of  a grand  mal 
epileptic  seizure  schematically 
pictured  in  the  rare  book,  "Les 
Demoniaques  Dans  L’Art,"  by  /''caa/''\ 
J.  M.  Charcot  and  Paul  Richer, 
published  in  1887. 


1.  McEochern,  D : Canadian  Med  Ass'n  J , 45:106,  1941. 

2.  Lennox,  W.  G.:  Med  Ann  Dist.  Col  , 10:461,  1941. 


Detailed  literature  upon  request. 

KAPSEALS 

DILANTIN  SODIUM 


A product  of  modern  research  offered  to  the 
medical  profession  by 

PARKE,  DAVIS  & COMPANY 

DETROIT,  MICHIGAN 


What’s  completeness  got  to  do 
with  this  baby’s  health? 


THE  COMPLETENESS  of  Biolac  is  a double 
health  safeguard  for  infants. 

Biolac  provides  for  all  nutritional  needs 
of  young  infants,  except  vitamin  C,  and  it 
requires  simply  dilution  with  boiled  water. 
It  thus  minimizes  the  incidence  of  upsets 
arising  from  either  formula  contamination 
or  unintentional  omission  by  mothers  of 
important  formula  ingredients. 

This  completeness  of  Biolac  assures  you 
that  the  baby  will  get  all  the  nutritional  ele- 
ments you  prescribe  ...  in  amounts  equal  to 
or  exceeding  recognized  requirements  for 
optimal  growth  and  health. 

The  advantages  of  Biolac’s  completeness 
extend  also  to  the  busy  mother,  whose 


time  and  energy  are  saved  through  the 
speed  and  simplicity  of  preparing  Biolac 
formulas. 

You’ll  fully  appreciate  the  many  advan- 
tages of  Biolac  when  you  prescribe  it 
regularly  in  your  own  practice.  For  pro- 
fessional information,  write  Borden’s  Pre- 
scription Products  Division,  350  Madison 
Avenue,  New  York  City. 

★ ★ ★ 

Biolac  is  prepared  from  whole  milk,  skim 
milk,  lactose,  vitamin  Blr  concentrate  of 
vitamins  A and  D from  cod  liver  oil,  and 
ferric  citrate.  It  is  evaporated,  homogenized, 
atid  sterilized. 


73orde4vA  BIOLAC 


A BORDEN  PRESCRIPTION  PRODUCT 
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THE  THERAPEUTIC 
USES  OF  WINE 

( mailed  free  upon  request ) 

There  has  developed  an  interest  within  the  medi- 
cal profession  that  the  true  physiologic  and  thera- 
peutic uses  and  deficiencies  (and  also  the  food 
values)  of  wine  be  authoritatively  reviewed.  Such 
a review  has  been  prepared  in  monograph  form 
by  qualified  and  competent  medical  authorities  and 
constitutes  a summary  of  the  pertinent  scientific 
literature  of  present-day  medicine. 

The  contents  include  sections  on  wine  as  a food, 
and  the  actions  of  wine  on  the  gastro -intestinal 
system,  the  cardio -vascular  system,  the  genito- 
urinary system,  the  nervous  system  and  the  mus- 
cles, and  the  respiratory  system.  The  uses  of  wine 
in  diabetes  mellitus,  in  acute  infectious  diseases  and 
in  treatment  of  the  aged  and  convalescent  are  also 
discussed.  The  value  of  wine  as  a vehicle  for  medi- 
cation is  dealt  with,  and  an  important  section  on 
the  contraindications  to  the  use  of  wine  is  included. 
An  extensive  bibliography  is  presented  for  those 
who  may  wdsh  to  pursue  the  subject  further. 

This  review  results  from  a study  supported  by 
the  Wine  Advisory  Board,  an  agricultural  industry 
administrative  agency  established  under  the  Cali- 
fornia Marketing  Act,  and  has  been  sponsored  by 
the  Society  of  Medical  Friends  of  Wine. 

Members  of  the  medical  profes- 
sion are  invited  to  write  for  this 
monograph.  Requests  should  be 
made  to  the  Wine  Advisory  Board, 

85  Second  Street,  San  Francisco. 
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(57,000  POLICIES  IN  FORCE) 


LIBERAL  HOSPITAL  EXPENSE 
COVERAGE 

For 

$10.00 

per  year 

$5,000.00  accidental  death 

$25.00  weekly  indemnity,  accident  and  sickness 
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$10,000.00  accidental  death 

$50.00  weekly  indemnity,  accident  and  sickness 

For 

$64.00 

per  year 

$15,000.00  accidental  death 

$75.00  weekly  indemnity,  accident  and  sickness 

For 

$96.00 

per  year 

40  years  under  the  same  management 
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$10,750,000.00  PAID  FOR  CLAIMS 

$200,000  deposited  with  State  of  Nebraska 
for  protection  of  our  members 
Disability  need  not  be  incurred  in  line  of  duty — 
benefits  from  the  beginning  day  of  disability 

Disabilities  occasioned  by  war  are  covered  in  full. 

Send  for  applications,  Doctor,  to 

400  First  National  Bank  Building,  • Omaha,  Nebr. 
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, . . Although  evidence  for  the  pathogenic  nature 

of  Giardia  lamblia  is  not  conclusive,  this  microorganism 
may  possibly  be  the  cause  of  diarrhea,  abdominal  pain 
and  other  symptoms  of  the  clinical  picture  commonly 
referred  to  as  giardiasis. 

It  has  recently  been  demonstrated  that  Giardia  lamblia 
can  be  eradicated  from  the  intestinal  tract  with  remark- 
able promptness  by  the  administration  of  Atabrine 
Dihydrochloride. 

The  usual  dose  of  Atabrine  Dihydrochloride  is  0.1  Gm. 
three  times  daily  for  five  days. 

ATABRINE 

Reg.  U.  S.  Pat.  Off.  & Canada 
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Ph  ysicians’  prescriptions  for  Lilly  products  could  not  be 
filled  in  Oregon  and  Vermont,  South  Africa,  and  Brazil  if  test- 
tube  methods  were  used  in  drug  manufacture.  Before  a new 
compound  can  be  made  available  for  general  use,  the  steps  de- 
vised for  preparation  in  the  research  laboratory  must  be  adapted 
to  large-scale  production.  This  is  a job  for  chemical  engineers 
in  the  Lilly  Pilot  Plant.  Here  yields  may  be  changed  from  milli- 
grams to  pounds  but  the  final  product  must  meet  the  original 
specifications  so  carefully  worked  out  by  the  research  chemist. 
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THE  FAMILY  PHYSICIAN  AND  THE 
CHILDREN’S  PSYCHIATRIC 
HOSPITAL 

Charles  Bradley,  M.D. 

East  Providence,  R.  I. 

from  the  Emma  Pendleton  Bradley  Home 


Psychiatric  hospitals  for  the  treatment  of  be- 
havior problem  children  are  still  few  in  number. 
Recently  until  the  present  world  conflagration  made 
the  further  construction  and  staffing  of  such  non- 
military organizations  impossible,  there  has  been  a 
gratifying  increase  in  facilities  of  this  nature  to 
which  practitioners  might  turn  for  help  with  their 
difficult  patients.  With  little  probability  that  addi- 
tional hospitals  of  this  type  will  become  available  in 
the  immediate  future,  more  intensive  use  of  exist- 
ing facilities  is  likely.  To  assist  the  family  physi- 
cian, who  refers  children  to  such  hospitals,  certain 
aspects  of  their  function  and  modus  operand i seem 
appropriate  at  the  present  time. 

The  ideas  presented  here  have  been  crystallized 
from  the  experience  of  treating  several  hundred 
maladjusted  children  at  the  Emma  Pendleton  Brad- 
ley Home  in  East  Providence  during  the  past  eleven 
and  one-half  years.  A great  deal  of  this  has  been 
pioneer  experience  since  few  precedents  had  been 
established  in  this  held. 

Individual  Treatment 

The  most  important  part  of  any  treatment  aimed 
at  the  alleviation  of  behavior  and  personality  dis- 
orders is  centered  about  the  warm,  personal  rela- 
tionship existing  between  the  patient  and  his  physi- 
cian. This  is  just  as  important  for  the  treatment  of 
behavior  problem  children  in  the  hospital  as  it  is  in 
private  practice  or  in  the  child  guidance  clinics. 
Each  patient  in  the  hospital  must  have  access  to 
some  one  experienced  adult  therapist  in  whom  he 
can  confide,  with  whom  he  can  periodically  talk  or 
play  alone,  and  under  whose  guidance  he  can  gain 
an  understanding  of  his  difficulty  and  work  out  a 
satisfactory  solution  for  it.  Unless  this  opportunity 


exists  for  every  patient,  the  hospital  offers  no  more 
than  any  school  or  children’s  home.  Visitors  to  the 
institution  are  apt  to  be  impressed  by  the  structure 
of  the  building,  the  attractiveness  of  living  quarters, 
and  the  glitter  of  apparatus.  They  may  not  appre- 
ciate the  therapeutic  skill  of  members  of  the  staff, 
and  are  not  apt  to  realize  that  only  the  patient  ac- 
tually experiences  the  vital  part  of  the  institution’s 
activity.  It  is  important  that  the  personal  physician 
and  the  families  of  patients  realize  this  and  keep  it 
in  mind  when  children  are  referred  and  are  under 
treatment. 

Unique  Hospital  Problems 
The  children’s  psychiatric  hospital  is  faced  with 
problems  which  differ  from  those  of  mental  hos- 
pitals for  adults.  Mental  disease  in  the  form  of 
psychosis  is  rare  among  children.  Severe  depres- 
sions are  seldom  encountered  in  child  psychiatry. 
The  children's  psychiatric  hospital,  therefore,  does 
not  have  to  provide  for  large  numbers  of  patients 
who  are  unable  to  attend  to  their  daily  needs  or  who 
must  he  constantly  watched  less  they  perform  acts 
of  violence  upon  themselves.  Few  maladjusted  chil- 
dren are  debilitated,  the  majority  being,  in  fact,  ex- 
tremely active  and  often  aggressive.  Such  children 
rebel  against  confinement  and  restriction,  but  will 
thrive  on  freedom  and  plenty  of  action.  Most  mal- 
adjusted children  are  starved  for  the  satisfaction 
and  contentment  that  their  more  competent  friends 
have  secured  from  scholastic  and  social  success. 
Alan}-  of  the  most  obvious  and  annoying  symptoms 
of  problem  children  represent  demands  for  atten- 
tion. Rewarding  such  demands  directly  by  an  ex- 
cessive show  of  sympathy,  concern,  or  annoyance 
may  only  encourage  more  such  demands.  A funda- 
mentally firm,  hut  outwardly  casual,  manner  of 
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supervising  such  children  is  of  vital  importance. 
Visitors  and  relatives  sometimes  wonder  at  the 
Staff’s  apparent  lack  of  concern  for  profanity,  sex 
play,  running  away,  and  the  like,  little  realizing  that 
if  they  show  unusual  agitation  or  give  too  much 
attention  to  these  things  the  inevitable  result  will  he 
nagging.  Nagging  has  no  place  in  child  psychiatry. 

The  uninformed  layman  is  apt  to  confuse  defec- 
tive intelligence  with  mental  illness  or  emotional  mal- 
adjustment, and  often  fails  to  distinguish  between 
the  training  school  and  the  psychiatric  hospital. 
While  the  defective  child  may  often  present  prob- 
lems of  behavior,  they  usually  arise  from  his  sense 
of  failure  in  school  and  social  competition  with  his 
more  intelligent  contemporaries.  This  is  best  rem- 
edied by  providing  the  defective  child  with  an  edu- 
cational program  in  which  he  can  achieve  success 
and  be  trained  to  the  limits  of  his  capability.  Such 
children  can  be  trained  throughout  their  school 
years  by  methods  which  are  usually  slow  and  repeti- 
tive. Such  methods  which  are  those  used  in  training 
schools  flo  not  interest  the  intelligent  child  whose 
enthusiasm  must  be  attracted  and  sustained  by  a 
much  more  rapidly  progressing  and  attractive 
program. 

Remarkably  few  of  the  serious  maladjustments 
of  childhood  are  the  result  of  physical  illness  in  the 
ordinary  sense.  Physical  defects  should,  of  course, 
be  corrected  when  present,  hut  unless  their  correc- 
tion dramatically  accelerates  social  or  scholastic 
progress,  the  child’s  general  behavior  will  show 
very  little  change  as  a direct  result.  As  adjuncts  to 
psychotherapy  the  correction  of  physical  defects 
and  medical  treatment  are,  however,  often  indis- 
pensable. For  this  reason,  it  is  essential  that  the 
fundamental  treatment  of  problem  children  remain 
in  experienced  medical  hands. 

There  are  several  definite  indications  for  refer- 
ring a problem  child  to  the  hospital.  By  far  the 
commonest  reason  for  referral  is  that  the  child’s 
behavior  has  become  so  annoying  to  others  in  the 
community  that  he  must  be  referred  to  the  hospital 
either  for  the  relief  of  the  community  or  to  escape 
the  law.  While  this  is  always  a legitimate  reason 
for  referral,  it  too  frequently  is  considered  the  only 
logical  reason.  In  such  cases,  both  child  and  family 
tend  to  think  of  the  hospital  as  a refuge  of  last  re- 
sort and  often  as  a punishment.  This  attitude  is 
hard  to  overcome,  and  greatly  retards  treatment. 
Among  other  indications  for  referral  is  the  lack  of 


child  guidance  or  private  psychiatric  treatment  fa- 
cilities in  the  community  from  which  the  child 
comes.  Occasionally  the  home  environment  pre- 
sents such  obstacles  to  a child’s  welfare  that  only 
by  removing  him  from  it  can  successful  treatment 
be  carried  out.  Unfortunately,  only  rarely  do  the 
physician  and  the  family  seek  hospital  treatment 
quite  apart  from  the  external  circumstances  just 
mentioned  and  because  they  feel  that  it  offers  the 
patient  the  most  rapid  and  effective  means  of  relief. 

Parents’  Attitude 

One  of  the  most  vital  prerequisites  to  successful 
treatment  with  children  is  that  the  parents  really 
want  the  treatment  to  succeed.  The  referring  physi- 
cian can  often  be  of  considerable  assistance  by  call- 
ing this  to  the  attention  of  the  family  before  psy- 
chiatric treatment  is  undertaken.  There  is  a real 
need  for  recognizing  and  stressing  this  point.  Main- 
parents  feel  that  in  seeking  medical  advice  for  their 
child's  behavior  problem  they  are  admitting  them- 
selves to  he  incapable  of  “bringing  up  children 
properly.”  Although  they  may  seek  help  in  mo- 
ments of  desperation,  their  guilt  in  so  doing  may 
cause  them  to  terminate  treatment  before  it  has  been 
fairly  started.  By  assuring  the  family  that  seeking 
aid  is  an  intelligent  rather  than  a disgraceful  act  the 
family  physician  may  pave  the  way  for  the  faith 
and  patience  that  the  family  will  need  during  a pe- 
riod of  prolonged  therapy.  Since  children  are  fre- 
quently brought  to  medical  attention  against  then- 
own  will  the  parents  must  he  sufficiently  desirous  of 
help  to  resist  the  discouragement  that  homesick  let- 
ters and  other  familiar  childhood  remonstrances  are 
bound  to  bring.  The  most  important  reason  that  it  is 
essential  for  the  family  to  really  desire  help  is,  how- 
ever, the  fact  that  undoubtedly  they  themselves  will 
need  some  guidance  as  to  the  future  management 
and  care  of  their  child. 

Although  parental  mistakes  may  be  an  important 
factor  in  children’s  behavior  disorders,  the  term 
“problem  parent”  has  no  place  in  the  vocabulary  of 
the  conscientious  physician  who  hopes  to  interest  a 
family  in  securing  aid  for  their  child.  Few  parents 
can  enthusiastically  cooperate  if  they  feel  they  are 
being  labeled  with  this  critical  term.  The  family 
physician  who  already  has  the  confidence  of  his 
patient  can  usually  offer  a great  deal  of  helpful  re- 
assurance in  regard  to  the  guidance  that  workers 
from  the  hospital  staff  will  need  to  offer. 

Hospitals  are  thought  of  as  places  to  which  sick 
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people  go  to  receive  treatment  and  from  which,  God 
willing,  they  will  return  cured.  The  family  plays 
the  part  of  the  patient  waiter.  This,  however,  is  not 
true  where  children’s  psychiatric  hospitals  are  con- 
cerned. In  them  treatment  is,  to  be  sure,  focussed 
upon  the  child,  but  must  also  radiate  to  the  individ- 
uals at  home.  Parents  and  the  child  mutually  need 
help  towards  future  living  together,  whether  the 
child  is  being  treated  in  the  hospital  or  in  the  guid- 
ance clinic.  Frequently  the  future  depends  more  on 
preparing  the  home  for  the  child  than  in  anything 
that  is  carried  out  with  the  child  in  the  hospital. 
Father  and  mother  may  need  help  in  altering  deep- 
seated  and  harmful  attitudes  which  have  existed  for 
years,  and  this  is  inevitably  a long  process.  A fa- 
miliar obstacle  to  its  accomplishment  is  the  very 
natural,  human  tendency  of  parents  to  wish  their 
child  “to  he  treated  for  his  had  behavior.”  Mean- 
while, consciously  or  unconsciously,  they  repudiate 
any  possible  connection  of  their  own  with  its  devel- 
opment. Flere  again,  the  family  physician  may  he  of 
help. 

Prolonged  Treatment 

Physicians,  who  are  accustomed  to  speed  the  re- 
covery successfully  of  the  majority  of  their  patients 
by  giving  clear-cut  directions  for  treatment  and 
leaving  the  rest  to  the  patient  and  nature,  may  for- 
get how  much  time  must  he  spent  by  the  psychiatrist 
with  his  patient  at  every  contact  and  how  many  such 
contacts  there  must  he  to  guide  the  disturbed  child 
through  conflicting  attitudes  and  emotional  tur- 
moil. The  fact  that  the  child  very  likely  did  not 
himself  wish  help  in  the  first  place  makes  this  an 
even  longer  process.  Even  in  the  hospital  where 
there  is  freedom  from  outside  distraction  and  where 
many  therapeutic  aids  are  available,  treatment  time 
must  be  measured  occasionally  in  weeks  and  often 
in  months.  At  times  the  suggestion  is  made  that  a 
child  “come  into  the  hospital  for  two  or  three  weeks 
to  see  what  you  can  do  with  him.”  Three  weeks 
cannot  possibly  do  more  than  afford  a brief  respite 
to  a tired  and  discouraged  mother  or  serve  as  an 
outing  for  her  problem  child.  Hospital  treatment  is 
too  expensive  and  facilities  too  limited  to  satisfy 
such  requests  very  often. 

So  far  we  have  stressed  the  value  of  the  referring 
physician’s  understanding  certain  fundamental  con- 
siderations of  the  hospital  treatment  of  the  problem 
child.  Particular  emphasis  has  been  placed  upon  the 
highly  personal,  individual  nature  of  psychiatric 


treatment  and  the  need  for  eagerness,  faith  and 
patience  on  the  part  of  parents  who  must  often 
be  slowly  guided  in  the  preparation  of  themselves 
and  their  home  against  the  ultimate  return  of  their 
child.  This  all  takes  place  gradually  and  is  time- 
consuming.  As  yet  no  more  rapid  methods  of  alter- 
ing disturbed  emotions  have  been  discovered.  Be- 
cause of  the  time  and  highly  trained  personnel  in- 
volved, all  such  treatment  is  expensive.  So  far  no 
cheaper  treatment  which  will  be  effective  has  been 
discovered. 

Adjuncts  to  Treatment 

Although  interviews  with  the  therapist  are  the 
essential  part  of  each  child's  psychiatric  treatment, 
these  interviews  actually  consume  but  a small  frac- 
tion of  the  total  time  that  he  spends  in  the  hospital. 
Something  constructive  must  be  done  with  the  re- 
mainder of  the  child’s  time.  Children  living  away 
from  home  must  be  happy  else  the  whole  experience 
will  become  boring  and  distasteful.  Happiness  in  a 
group  of  children  who  are  living  together  only  be- 
cause each  one  has  personal  problems  which  make 
his  social  adjustment  difficult  can  he  achieved  only 
by  keeping  each  individual  busy.  While  plenty  of 
unsupervised,  free  time  for  relaxation  and  the  pur- 
suit of  personal  interests  is  highly  desirable  for  the 
average  child,  it  is  not  helpful  to  the  problem  child. 
He  is  often  unable  to  relax  and  rarely  has  personal 
interests  beyond  his  own  problems.  Experience  has 
shown  that  full  schedules  under  expert  supervision 
are  necessary  for  a group  of  maladjusted  children. 
These  include  participation  in  school,  sports,  hob- 
bies, games,  and  all  other  activities  suited  to  the 
children’s  ages  and  abilities.  It  must  be  constantly 
kept  in  mind  that  hospitalized  children  come  from 
and  will  return  to  the  community.  In  the  hospital 
their  activity  should  be  of  the  type  that  they  can 
carry  on  when  they  return  to  their  own  home.  Oc- 
cupational programs  of  an  artificial  nature,  such  as 
basketry  or  weaving,  are  not  nearly  as  helpful  to  a 
ten-year-old  boy  from  a crowded  city  area  as  is 
experience  in  playing  sand-lot  baseball. 

S.ince  all  children  regardless  of  native  endow- 
ment, personality,  or  temperament  are  required  by 
law  to  attend  school  in  the  community,  school  is  in- 
evitably a vital  problem  for  the  maladjusted  child. 
His  emotional  disturbance  may  have  been  the  result 
of  repeated  failures  in  school.  On  the  other  hand, 
his  school  progress  may  have  been  retarded  because 
his  behavior  resulted  in  his  being  expelled.  At  the 
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Bradley  Home,  a residence  school  was  at  hrst  pro- 
vided in  the  belief  that  children  in  a hospital  for 
several  months  should  not  be  deprived  of  the  in- 
struction they  would  otherwise  be  receiving  in  the 
community.  Experience  soon  showed,  however, 
that  each  patient  had  school  problems  of  his  own. 
Provided  there  is  adequate  intelligence,  these  can 
usually  he  largely  overcome  through  skillful  guid- 
ance, teaching,  and  encouragement.  Most  problem 
children  dislike  school  because  their  experience 
there  has  been  that  of  failure  and  unhappiness. 
With  tins  in  mind,  one  experienced  teacher  in  the 
hospital  school  said,  “Our  first  job  is  to  show  each 
kid  that  school  can  be  fun  and  that  most  teachers 
are  really  human  beings.”  Fortunately,  most  chil- 
dren enjoy  school  as  soon  as  they  begin  to  be  suc- 
cessful in  it.  Success  breeds  confidence  and  secur- 
ity. An  effective  school  program  should  be  pat- 
terned after  the  public  schools  in  the  area  from 
which  most  of  the  children  come  and  to  which  they 
will  return.  In  this  way  the  continuity  of  school 
progress  suffers  the  least  interruption.  Tolerance 
and  skillful  teachers  with  adequate  time  and  equip- 
ment for  small  classes  and  individual  instruction  are 
of  indispensable  assistance  to  the  psychiatrist  who  is 
treating  the  child.  The  family  physician  may  often 
help  the  family  understand  this. 

The  majority  of  children  referred  for  psychiatric 
treatment  will  have  had  an  equally  unhappy  back- 
ground as  far  as  sports  and  group  activities  are  con- 
cerned. Many  sucb  children  have  been  unsuccessful 
in  competitive  sports  either  because  of  lack  of  skill, 
lack  of  opportunity,  lack  of  interest,  or  because 
their  impulsive  behavior  has  resulted  in  their  being 
excluded  from  such  things  in  the  past.  To  superin- 
tend the  recreational  correctional  program  of  such  a 
group  requires  an  unusual  individual  who  can  offer 
encouragement  to  the  laggards,  who  is  tolerant  of 
mistakes  and  minor  distractions,  but  who  can  he 
firm  when  it  is  necessary.  A successful  recrea- 
tional program  depends  somewhat  on  the  children’s 
being  of  roughly  comparable  age,  size,  and  intelli- 
gence since  participation  in  games  is  scarcely  likely 
to  interest  a child  who  has  little  in  common  with  his 
companions.  Younger  children  as  a rule  do  not  care 
for  the  competitive  aspects  of  organized  sports. 
Many  older  children  become  enthusiastic  at  com- 
petitive success  since  it  adds  to  their  happiness  and 
sense  of  achievement.  Due  allowance  must  be  made 
for  those  who  will  not  be  successful.  To  capture  and 
maintain  the  interest  of  children  who  are  preoccu- 


pied with  their  own  problems,  the  recreational 
activities  must  be  presented  in  frequently  changing 
variety.  The  director  must  be  resourceful  and  able 
to  call  upon  a wealth  of  experience  and  a fertile 
imagination. 

Although  school  and  recreational  activities  may 
seem  far  afield  from  medicine,  it  is  in  just  these 
spheres  that  some  of  the  drugs  acting  on  the  central 
nervous  system  may  be  of  the  greatest  therapeutic 
value.  Benzedrine  sulfate  has  been  shown  to  accel- 
erate school  achievement  for  many  children.  The 
same  drug  and  some  anti-convulsive  preparations 
may  give  the  individual  child  sufficient  relief  from 
hyperactivity,  irritability,  or  frank  neurological 
symptoms  such  as  convulsions  as  to  enable  him  to 
participate  in  a full  and  active  program.  The  real 
value  of  these  drugs  as  adjuncts  to  psychotherapy 
in  children  probably  lies  closer  to  their  effects  on  the 
scholastic  and  social  aspects  of  the  child’s  life  than 
it  does  upon  any  direct  influence  on  their  emotional 
conflict. 

It  must  be  apparent  that  a hospital  for  the  treat- 
ment of  children’s  behavior  problems  is  efficient 
only  insofar  as  it  is  staffed  by  competent  physicians, 
therapists,  teachers,  and  others  who  work  with  the 
children.  Locked  doors  and  other  forms  of  confine- 
ment rarely  offer  anything  constructive  to  the  pa- 
tient under  treatment.  To  avoid  them,  however,  the 
ratio  of  staff  members  to  children  must  be  very 
high.  Trained  personnel  in  large  numbers  are  ex- 
pensive in  spite  of  the  fact  that  individuals  in  this 
field  are  rarely  overpaid.  This  makes  the  entire  hos- 
pital care  expensive,  and  comparisons  with  other 
children's  institutions  or  the  relatively  simple  ar- 
rangement of  foster-home  care  are  of  necessity  far- 
fetched. 

Because  of  the  expense  involved,  hospitals  of  this 
type  can  at  the  present  time  exist  only  through  the 
existence  of  public  funds  or  private  endowments. 
In  all  fairness  to  these  sources  of  income,  judicious 
selection  of  cases  must  be  carried  out  to  a certain 
extent  and,  as  long  as  facilities  are  limited,  only 
those  children  and  their  families  who  can  reason- 
ably expect  relief  from  prolonged  treatment  can  re- 
ceive service.  Tbe  family  physician,  insofar  as  he 
can  be  of  great  benefit  to  the  family  in  preparing 
them  to  receive  this  assistance  and  in  giving  to  them 
from  a source  which  they  will  appreciate  and  trust  a 
clear  picture  of  what  is  involved,  can  do  a great  deal 
to  render  the  treatment  of  his  patient  successful. 
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TREATMENT  OF  FRACTURED  PATELLA 
Edward  S.  Cameron,  M.D.* 

Results,  in  general,  have  shown  much  improve- 
ment in  treatment  of  fracture  of  the  patella  since 
open  operation  was  popularized  around  1900.  How- 
ever, prolonged  disability  and  a high  rate  of  refrac- 
ture after  suture  of  the  fragments,  a prevailing- 
method  of  treatment,  forces  consideration  of  any 
promising  newer  method.  E.  Corner,  after  a rather 
complete  study  in  1910,  fround  a refracture  rate  of 
10%  in  sutured  fragments.  He  claimed  the  patella 
to  be  the  most  frequently  re  fractured  bone  in  the 
body. 

The  writer  has  been  interested,  and  at  times  con- 
founded in  observing  the  various  methods  used  in 
repair  of  this  not  uncommon  fracture.  Immediate 
or  delayed  operation,  wiring  fragments  with  fine 
or  heavy  wire,  kangaroo  tendon,  fascia  or  chromic 
catgut,  or  suture  of  fascial  support  only,  are  various 
methods  used. 

Then  the  matter  of  treatment  after  operation  cer- 
tainly has  no  general  agreement  among  surgeons. 
Long  plaster  casts,  which  are  retained  for  about 
six  weeks,  ham  splints  used  for  varying  periods  of 
time,  posterior  metal  splints  or  no  splinting  other 
than  that  afforded  by  the  dressing  may  be  used.  I f 
we  continue  with  postoperative  treatment  used, 
diversity  of  method  continues  when  such  points  are 
considered  as  the  time  for  beginning  physiotherapy  ; 
when  patient  should  he  out  of  bed ; when  he  should 
start  to  walk,  to  go  up  and  down  stairs,  to  return 
to  work. 

About  ten  years  ago.  Dr.  Peter  Chase  and  I car- 
ried out  some  simple  experiments  on  the  cadaver 
relative  to  fracture  of  the  patella.  We  found  that 
when  the  patella  was  fractured  transversely,  leav- 
ing the  lateral  fascial  expansions  intact,  there  was 
very  little  separation  of  the  broken  fragments  when 
knee  was  flexed,  hut  when  lateral  expansions  were 
divided,  wide  separation  of  fractured  parts  oc- 
curred. Conversely,  the  fractured  surfaces  could 
not  he  approximated  properly  until  the  lateral  ex- 
pansions were  first  brought  together.  We  concluded 
from  these  tests  that  in  fractured  patellae,  the  fas- 
cial layers  form  the  important  holding  factor,  and 
that  immobilization  beyond  the  period  for  good 
fascial  repair  was  unnecessary  and  a handicap  to 
return  of  function.  This  experiment  is  reported  as 
it  hears  some  relation  to  what  is  to  follow. 

*112  Waterman  St. 


L.  G.  Entered  Hospital  November  7,  1940: 

This  forty-seven  year  old  male  received  a com- 
pound, comminuted  fracture  of  the  left  patella  as  a 
result  of  a fall  down  an  elevator  shaft. 

After  thorough  preparation  of  the  knee,  includ- 
ing copious  irrigation,  etc.,  the  patella  was  wired, 
although  the  injury  had  occurred  eight  hours  pre- 
viously, and  it  was  felt  that  this  was  rather  a long 
chance.  Infection  of  the  knee  was  demonstrated 
within  the  forty-eight  hour  period  after  operation. 
All  sutures  and  wire  from  the  patella  were  removed, 
leaving  the  wound  wide  open.  This  was  done  the 
third  morning  after  operation.  Cultures  showed 
B.  Welchi.  Sulfathiazole,  x-ray  and  serum  were 
given.  The  wound  was  dakinized  with  four  tubes, 
and  overhead  extension  apparatus  was  set  up.  The 
lateral  surfaces  of  the  knee  joint  were  incised  for 
drainage.  Because  of  interference  with  drainage 
and  evident  interference  with  wound  closure,  the 
patella  fragments  were  excised;  the  first  fragment 
two  weeks  after  operation;  then  the  remaining 
fragments  were  removed.  Two  months  after  this, 
a split  graft  was  applied  to  the  clean,  granulating- 
area  which  now  was  present  over  the  knee  at  the 
previous  patella  site.  The  eleventh  week  after  in- 
jury, crutchs  were  started.  One  year  after  injury, 
voluntary  motion  of  the  left  knee  showed  a range 
from  an  extension  of  175°  to  a flexion  of  90°. 
Patient  was  able  to  go  up  and  down  stairs  with  only 
slight  noticeable  disability ; kneeled  down  on  both 
knees ; no  pain  on  long  walks.  At  this  time,  he  was 
pronounced  ready  for  work. 

The  fact  that  this  patient  obtained  such  satisfac- 
tory function  with  the  patella  absent,  stimulated  a 
search  of  the  literature  concerning  the  treatment  of 
fractured  patellae  by  excision,  of  which  we  had  seen 
some  references.  The  following  are  short  abstracts 
with  running  comments  of  several  such  papers. 

First  I shall  quote  from  a paper  appearing  in 
1937  by  R.  Brooke.  Dr.  Brooke  is,  as  far  as  I know, 
a pioneer  in  this  method  of  treatment  of  fractured 
patellae.  He  feels  that  “phylogeny,  and  phylogeny 
aldne,  is  responsible  for  the  presence  and  develop- 
ment of  the  patella ; that  function  plays  no  part  in 
its  formation  or  its  growth,  and  that  it  is  a morpho- 
logical remnant  which  is  tending  to  undergo  reduc- 
tion and  to  disappear.”  He  cites  experimental  and 
other  evidence  to  show  that  efficiency  of  the  knee 
joint  is  increased  by  the  absence  of  the  patella. 
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Brooke’s  treatment  consists  briefly  of : 

1.  Limb  firmly  bandaged  after  accident  (over 
wool)  to  control  swelling. 

2.  After  forty-eight  hours,  patella  removed 
through  vertical  incision,  it  being  shelled  out  of  its 
aponeurotic  covering. 

3.  The  quadriceps  tendon  then  carefully  sutured 
either  by  fascial  strip  or  by  interrupted  silk  sutures, 
taking  care  to  suture  lateral  expansion.  A firm 
domette.  bandage  over  ample  layers  of  cotton  wool 
is  then  applied  with  no  other  splinting. 

4.  Patient  allowed  up  two  days  after  operation, 
and  bandage  off  ten  days  after,  at  which  time  su- 
tures out  of  the  skin. 

5.  To  work  in  two  to  six  weeks  after  operation, 
according  to  the  nature  of  his  occupation. 

At  the  time  of  his  paper  in  1937,  Dr.  Brooke  had 
treated,  in  this  manner,  thirty  cases  in  the  previous 
seven  years ; eight  women  and  twenty-two  men ; 
one  case  after  wiring  had  been  done  twice  previ- 
ously. These  cases  are  illustrated  with  photos.  One 
patient,  twenty-two  years  of  age  : Three  years  pre- 
viously one  patella  was  excised,  and  then  he  broke 
the  other  patella  which  was  treated  in  the  same 
manner.  He  went  to  work  in  three  weeks. 

Another  patient,  age  34,  was  treated  three  years 
previous  to  the  publication  of  the  paper.  He  had 
had  stellate,  compound  fracture.  The  hone  was 
removed.  Fascial  sutures  from  the  thigh  were  used. 
Excellent  result,  and  his  leg  was  as  good  as  the 
other  one. 

Another,  age  56,  had  a transverse  fracture  of 
the  right  patella  five  years  before.  He  now  had  full 
flexion.  Patient  thinks  it  is  stronger  than  his  left  leg. 

Another  patient,  age  22,  showed  perfect  function 
after  three  years. 

There  was  another  case  showing  excellent  func- 
tion two  years  after  operation. 

Dr.  Brooke  comes  out  strongly  for  complete  ex- 
cision of  the  patella  in  the  treatment  of  fracture, 
whereas  several  other  surgeons,  from  whom  I shall 
quote  shortly,  believe  that  excision  of  half  of  the 
patella  serves  as  well. 

The  Brooke  cases  were  checked  by  Dr.  Ernest 
W.  H.  Groves  of  Bristol,  England,  and  he  was 
apparently  favorably  impressed  with  the  Brooke 
method  of  treatment.  Dr.  Groves  comments  that  the 
upper  and  lower  margins  of  the  patella  are  covered 
with  fat,  and  give  no  attachment  to  the  ligamentous 


fibers.  Apart  from  the  fibers  of  the  quadriceps  ex- 
tensor tendon  which  passes  over  the  patella  to  the 
patella  ligament  below,  there  are  ample  fibers  of  the 
tendon  on  each  side  to  carry  on  continuity.  Those 
on  the  median  side  pass  partly  to  the  patella  liga- 
ment and  partly  to  the  median  tuberosity  of  the 
tibia.  Those  on  the  lateral  side  go  partly  to  the 
patella  tendon  and  partly  to  join  the  iliotibial  hand 
inserted  into  the  lateral  tuberosity.  In  every  trans- 
verse patella  fracture,  the  lateral  expansions  are 
torn,  and  it  is  the  suture  of  these  lateral  expansions 
which  is  the  most  important  part  of  the  operation 
of  repair.  It  is  clear  that  when  the  fragments  of  the 
fractured  patella  are  removed,  a much  more  close 
and  firm  repair  can  he  made  of  the  torn  tendon. 

A paper  by  J.  Roux,  appearing  relative  to  this 
subject,  was  published  in  1939.  Roux  discusses  the 
function  of  the  patella ; mainly  that  it  reinforces  the 
quadriceps  tendon  from  the  seat  of  its  flexion  on  the 
condyle  mass  ; that  it  protects  the  sharp  borders  of 
the  condyles,  and  that  it  may  he  considered  as  a 
lever  which  widens  the  axis  of  flexion,  raising  the 
point  of  the  knee,  etc.  Its  presence  makes  motion 
more  active.  Roux  notes  that  bilateral  congenital 
absence  of  the  patellae  without  trouble  has  been 
found  on  routine  examination  at  twenty-one  years. 
The  kangaroo  has  no  patellae.  He  quotes  a number 
of  English  and  French  writers,  giving  their  views 
on  excision  of  patella,  and  concludes  that  he  con- 
siders excision  of  the  patella  for  fracture  as  an 
exceptional  treatment ; that  it  is  a debatable  pro- 
cedure only  in  the  case  where  poor  repair  of 
fractured  patella  causes  anticipation  of  important 
articular  trouble.  He  recommends  excision  of  the 
patella  in  compound,  comminuted  fracture.  Roux 
indorses  operations  of  repair,  whatever  method  is 
used,  in  the  early  hours  which  follow  injury.  Thus 
we  see  that  Roux  is  conservative  regarding  excision 
of  patella,  although  he  does  indorse  early  operation. 

In  July,  1939,  H.  Dodd  published  a paper.  He 
advised  excision  of  the  patella  with  suture  of  the 
quadriceps  in  all  fractures,  simple  or  compound. 
After  operation,  he  uses  a large  bandage  about  the 
knee  plus  a soft  pillow  hound  about  the  knee  which 
he  removes  in  five  days,  gradually  removing  the 
outer  covering  of  the  large  bandage.  Patient  is  out 
of  bed  in  ten  days,  home  in  fourteen.  Dodd  reports 
quite  a rapid  return  of  function  and  better  function 
or  result  than  with  older  method  of  repair.  His  case 
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reports,  of  which  there  are  about  a dozen,  do  not 
take  in  very  long  periods,  the  longest  being  about 
two  years.  He  quotes  Brooke,  another  English  sur- 
geon who  had  reported  quite  a series  of  excisions 
at  this  time,  two  years  after  his  original  paper. 

E.  J.  Berkheiser  in  a paper  appearing  in  1939, 
discusses  excision  of  the  patella  in  chronic  arthritis 
of  the  knee,  and  claims  relief  of  pain  with  ability 
to  use  the  knee  without  pain  and  with  generally 
satisfactory  result. 

A paper  was  published  by  R.  P.  Dobbie  and 
Ryerson  in  February,  1942,  in  which  patella  exci- 
sion is  advocated  after  all  types  of  fracture,  with 
a resulting  shorter  disability  and  better  function. 
Patients  able  to  do  full  work  four  to  six  months 
after  injury.  In  this  paper,  several  instances  of 
regeneration  of  the  patella  after  excision  are  cited. 
After  operation  the  only  immobilization  consists  of 
a snug  flannel  bandage  over  the  dressing.  Patients 
are  allowed  out  of  bed  the  third  or  fourth  day,  and 
are  encouraged  to  walk  about  with  or  without  a 
cane.  By  the  twenty-fifth  week,  90°  flexion  and 
complete  extension  is  reached.  Patient  discharged 
from  the  hospital  the  fourteenth  to  the  twenty-fifth 
day.  Six  to  eight  weeks  after  injury,  patients 
allowed  to  negotiate  stairs.  Generally  speaking, 
there  is  no  functional  impairment  at  the  end  of  four 
months.  Patients  able  to  return  to  laborious  work, 
in  many  instances,  at  the  end  of  second  or  third 
months. 

A paper  written  by  J.  E.  M.  Thomson  of  Ne- 
braska appeared  last  April.  Dr.  Thomson  reports 
on  over  400  cases.  He  reserves  complete  excision 
of  the  patella  after  fracture  for  severe  comminu- 
tion, and  thinks  it  best  to  leave  a portion  of  the  bone 
in  situ.  He  reviews  the  patella’s  function,  and 
stresses  the  fulcrum  and  lever  action,  and  also 
thinks  that  it  has  a protective  function.  Dr.  Thom- 
son removes  either  the  lower  or  the  upper  fragment 
in  transverse  fractures,  depending  on  which  has 
shown  the  most  damage. 

After  this  review  of  some  of  the  literature 
appearing  on  the  subject,  and  with  our  experience 
with  the  patient  who  developed  the  infection  after 
wiring,  we  decided  to  give  this  method  a trial. 
In  the  following  few  cases,  our  experiences  are 
summed  up  to  date. 

S.  M.,  age  35;  Diagnosis:  Fractured  left  patella, 
comminuted. 


Patient  injured  on  February  5,  1942.  Operation 
five  hours  after  admission.  Considerable  comminu- 
tion was  found.  The  patella  was  completely  excised, 
fascial  expansion  sutured  with  O chromic,  and 
large  bandage  applied. 

Progress  notes:  Twelve  days  postoperative,  light 
voluntary  motions  in  bed.  Nineteen  days,  up  in 
chair.  Twenty-one  days,  walking  on  crutches.  Pa- 
tient discharged  from  the  hospital  thirty  days  post- 
operative, walking  with  cane.  He  was  walking 
without  a cane.  He  had  some  difficulty  going  down- 
stairs. Doing  light  work  twelfth  week.  Patient 
able  to  go  up  and  down  stairs  with  only  slight  dis- 
ability. No  pain.  Light  work  April  27,  1942.  On 
June  26,  full  voluntary  motion  in  left  knee  and 
ankle.  Full  work  on  July  6,  1942,  about  five  months 
after  injury.  August  13,  1942,  examination  at 
office:  Motions  of  left  knee  are  normal,  no  pain, 
knee  feels  secure.  Patient  doing  full  time  work  as 
a truck-driver. 

W.  G.,  age  68;  Injured  June  10. 1941.  Diagnosis: 
Compound,  comminuted  fracture,  left  patella. 

Operation  June  10,  1941.  The  patella  was  com- 
pletely removed.  The  quadriceps  tendon  was  su- 
tured to  the  patella  tendon  with  heavy  chromic 
interrupted.  Sulfanilamide,  grams  five,  placed  in 
wound,  and  some  in  joint.  Dressing  applied  and 
plaster  cast  from  toes  to  groin.  On  June  30,  1941, 
the  cast  was  removed.  On  July  15,  1941,  patient 
was  up  and  about.  On  July  22,  1941,  patient  was 
discharged  from  the  Rhode  Island  Hospital  on 
crutches.  Voluntary  motion  shows  a range  of  from 
almost  full  extension  through  a flexion  arc  of 
about  80°. 

E.  A.  B .,  age  28;  Injured  May  19,  1942.  Diagno- 
sis: Comminuted  fracture,  left  patella,  slight  abra- 
sions of  skin  oz'er  knee. 

Immediate  operation  not  done  because  of  abra- 
sions, though  slight.  Operation  May  25,  1942,  six 
days  after  injury.  A longitudinal,  slightly  curved 
incision  with  convexity  to  the  median  side.  About 
six  pieces  of  patella,  involving  the  lower  part  of  the 
bone,  were  removed.  The  upper  half  was  retained. 
Fascial  capsule  was  sutured  with  mattresses  of 
C silk.  The  skin  sutured  with  metal  clips.  A large 
bandage  about  the  knee  and  a pillow  beneath. 
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Progress  notes:  Patient  up  in  chair  on  seventh 
postoperative  day.  June  9,  1942,  begin  physio- 
therapy with  massage  and  light  voluntary  contrac- 
tion of  quadriceps  extensor.  June  10,  1942,  use 
cane.  June  15,  1942,  discharged  to  home.  Septem- 
ber 1,  1942,  voluntary  motion,  left  knee,  full  exten- 
sion through  flexion  arc  of  DO0.  No  difficulty 
going  up  and  down  stairs.  No  pain.  September  14. 
1942,  return  to  full  work,  less  than  four  months 
from  time  of  accident. 

M . M age  60;  Admitted  July  7 , 1942,  injury  five 
u’ccks  previous. 

X-ray  showed  transverse  fracture  of  left  patella 
with  wide  separation  of  the  fragments  and  rather 
pronounced  arthritic  changes  in  hones  of  knee  joint. 
July  9,  1942,  operation.  Lower  fragment  of  patella 
removed.  Large,  bulky  dressing.  Patient  was  out 
of  bed  on  the  tenth  day.  August  12.  1942,  patient 
walks  quite  well  with  a cane.  Voluntary  motion 
from  165°  extension  through  a flexion  of  65°. 
September  9,  1942,  patient  walking  about.  Range 
of  motion  shows  a range  about  the  same  as  of  last 
report. 

C.  T.,  age  25 ; Diagnosis : Fractured  patella. 

Repaired  in  March,  1942,  hv  suture  of  fragments 
with  Kangaroo  tendon.  Patient  slipped  on  wet  floor 
today,  August  28,  1942,  and  was  admitted  on  this 
date  with  a refracture  of  the  right  patella.  Opera- 
tion was  performed  shortly  after  admission.  The 
lower  fragment  was  found  comminuted  and  ex- 
cised, fascial  capsule  sutured  with  No.  1 silk  mat- 
tress, and  the  lower  edge  of  fascia  overlapped  on 
upper  with  interrupted  C silk.  Large,  bulky  ban- 
dage about  knee.  Patient  out  of  bed  on  seventh 
postoperative  day,  and  on  crutches  the  ninth  day. 
Patient  went  home  on  the  fourteenth  postoperative 
day.  Convalescence  satisfactory  to  date. 

(One  other  refracture,  compound,  six  months 
after  wiring  of  fragments,  has  been  seen  by  the 
writer.) 


Summary: 

Various  methods  of  treating  the  fractured  patella 
have  been  reviewed.  The  complexity  of  methods 
has  been  mentioned.  A case  cited  which  went  on  to 
relatively  good  function  after  complete  excision  of 
the  patella  following  infection,  and  abstracts  of 
some  of  the  literature  dealing  with  the  treatment  of 
fractured  patellae  by  complete  or  partial  excision 
has  been  given,  together  with  five  other  cases  treated 
on  the  Fracture  Services  at  the  Rhode  Island  1 los- 
pital  and  the  Jane  Brown  Memorial  Hospital. 

It  is  the  writer’s  opinion  that  the  best  treatment 
for  a fractured  patella  is: 

1.  Operation  within  forty-eight  hours  after  in- 
jury, providing  skin  is  intact. 

2.  Removal  of  the  more  severely  injured  half  of 
the  patella  in  transverse  fractures  and  excision  of 
the  entire  patella  in  severe  comminution  with  care- 
ful suture  of  the  lateral  fascial  expansions. 

3.  That  the  only  immobilization  following  the 
operation  be  a large  dressing  about  the  knee. 

4.  That  patient  be  out  of  bed  before  the  tenth  day. 

5.  Services  of  the  physiotherapist  are  an  impor- 
tant aid  in  the  return  of  function,  and  massage  and 
light  voluntary  contraction  of  the  quadriceps  exten- 
sor should  he  begun  about  fourteen  days  after 
operation.  The  average  case  should  he  ready  for 
full  work  in  from  three  to  six  months  following 
accident. 
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. . . Nor  do  I think  it  below  me  to  acknowledge  that,  when 
no  manifest  indication  pointed  out  to  me  what  was  to  be 
done,  I have  consulted  the  safety  of  my  patient  and  my 
own  reputation  most  effectually  by  doing  nothing  at  all. 

Sydenham. 

HOME  NURSING  — A PRESSING  NEED 

Among  the  results  of  the  impact  of  the  war  on 
the  life  of  the  average  civilian  is  the  development 
of  an  intense  desire  to  "do  something  to  help" 
which  expresses  itself  in  the  urge  to  be  trained  in 
some  form  of  civilian  defence  activity  or  other.  In 
consequence  many  thousands  of  Rhode  Island  peo- 
ple now  have  been  certified  as  graduates  in  first  aid 
training  and  capable,  if  opportunity  offers,  of  mak- 
ing the  first  moves  in  behalf  of  the  victims  of  enemy 
action  or  other  catastrophe.  The  diffusion  of  this 
information  is  certainly  an  advantage  to  the  com- 


munity and  in  the  event  of  an  air  raid  a few  of  the 
people  so  trained  would  probably  be  able  to  make 
use  of  their  training. 

There  is  another  phase  of  this  type  of  prepared- 
ness however,  which,  though  it  seems  to  have  made 
less  appeal,  is  of  very  much  greater  importance. 
This  is  the  home  nursing  or  nurses-aide  program. 
While  the  chances  of  a raid  with  many  casualties 
seems,  at  the  present  time,  to  be  a possibility  that 
is,  to  say  the  least,  remote  and  dependent  on  a turn 
of  the  war  for  the  worse,  the  occurrence  of  illness 
during  the  months  just  ahead  of  us  is  a certainty 
and  the  shortage  of  nurses  a present  and  ever  grow- 
ing menace  to  our  community  health.  Even  if  the 
occurrence  of  acute  and  so-called  “seasonal”  sick- 
ness is  no  greater  in  the  fall  and  winter  just  ahead 
than  it  is  in  the  average  year,  there  will  still  be 
many,  many  sick  people  who  will  suffer  and  perhaps 
die  because  of  the  lack  of  skillful  attention.  If.  as 
some  authorities  have  predicted,  the  year  is  char- 
acterized by  another  outbreak  of  severe  influenza, 
the  damage  will  be  such  as  to  make  a series  of 
bombing  raids  seems  insignificant  by  comparison. 

This  is  a situation  which,  unfortunately,  cannot 
be  completely  corrected  but  something  certainly  can 
be  done.  If,  in  the  immediate  future,  a greatly 
increased  number  of  the  women  of  the  community 
will  enroll  for  nurses-aide  training,  the  need  will  be 
partially  met.  Courses  in  this  work  are  organized 
by  the  local  Red  Cross  in  cooperation  with  local 
hospitals  and  such  courses  will  be  increased  in  num- 
ber and  capacity  in  the  presence  of  an  increased 
demand.  Such  training  not  only  ensures  that  a large 
number  of  persons  of  some  nursing  experience  will 
be  scattered  throughout  the  community,  but  the 
presence  of  the  trainees  in  the  hospital  wards  is  of 
very  great  help  in  meeting  the  shortages  there. 

This  is  a winter  in  which  the  average  housewife 
will  do  well,  in  the  interest  of  her  familly  and 
friends,  to  perfect  herself  in  dealing  with  the  sick. 
Then  when  illness  occurs,  the  complete  inability  to 
obtain  the  services  of  a trained  nurse  (a  situation 
which  all  too  frequently  obtains  at  the  present 
time)  will  not  he  of  major  importance. 
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DEMAGOGY  IN  MEDICINE 

Recently  it  was  in  the  news  that  a member  of  the 
National  House  of  Representatives  hailing  from 
New  York  had  introduced  a bill  providing  for  the 
formation  of  a number  of  “Medical  West  Points”. 
That  is,  there  would  be  built  in  various  portions  of 
the  country  by  the  Federal  Government  great  medi- 
cal schools,  with  the  funds  illimitable  and  never 
ending  that  pour  out  of  W ashington,  making  them 
the  most  supercolossal  exponents  of  the  healing  art 
that  have  yet  been  seen. 

Wre  believe  that  one  point  that  the  statesman 
from  the  Bronx  (or  some  nearby  district)  stressed 
particularly  was  the  democratic  nature  which  these 
places  would  possess,  contrary  to  the  already  estab- 
lished medical  schools.  This  undemocratic  spirit 
and  another  charge  frequently  brought  against  us 
would  seem  to  he  self  contradictory: 

Charge  one  . . . We  are  snobbish  and  cliquey.  We 
don’t  want  the  poor  boy  or  members  of  various 
racial  groups  in  our  guild.  But  we  all  know  many  a 
good  doctor  who  had  to  go  threadbare  until  he  was 
established  and  earning  a modest  income  and  as  to 
racial  groups — study  the  recent  membership  lists  of 
our  societies  and  pick  out  the  discriminated  against 
groups  if  you  can. 

Charge  two  . . . We  are  ridiculous  in  our  unity. 
Those  seeking  to  make  legal  troubles  for  doctors 
have  great  difficulty  in  getting  other  members  of  the 
profession  to  turn  against  their  fellow  practitioners. 
The  facts  are  of  course  that  we  are  a cross  section 
of  the  community  hut  in  our  ranks  there  is  (level- 
oped  in  the  best  sense  of  the  word  a class  conscious- 
ness and  what  we  are  sure  is  a rather  remarkable 
fellow  esteem  and  helpfulness. — The  writer’s  own 
class  in  a school  frequently  accused  as  the  most 
snobbish  of  all  ranged  from  millionaires  through 
men  of  numerous  racial  strains,  many  working  their 
way.  And  the  friendly  relations  among  these,  all 
absorbed  in  their  common  interest  in  medicine,  was 
delightful. 

Undoubtedly  our  statesman  intends  to  ensure 
medical  democracy  by  the  choosing  of  the  pupils 
attending  these  governmental  schools.  We  have 
understood  that  admission  to  West  Point  was 
largely  through  appointment  by  congressmen.  Per- 
haps this  has  worked  well  with  our  fighting  men. 


Politics  and  warfare  are  both  rough,  tough  games. 
But  a reading  of  history  will  convince  any  one  that 
our  commanders  in  chief  have  always  been  handi- 
capped in  their  campaigns  by  the  necessities  of  po- 
litical considerations.  And  does  any  one  believe 
that  our  congressmen  as  a group  do  not  over- 
emphasize politics?  Compare  this  with  the  elabor- 
ate methods  used  by  our  great  medical  schools  to 
learn  the  records  and  aptitudes  of  candidates  and 
their  constant  competition  to  get  the  brilliant  men 
who  will  shed  lustre  on  their  institutions. 

There  has  been  a feeling  among  some  able  educa- 
tors that  the  methods  at  West  Point  left  something 
to  be  desired.  Tradition  has  played  too  strong  a 
part.  Apparently  it  was  this  traditional  attitude 
that  forced  our  medical  officers  in  the  last  war  to 
wear  a tight  Prussianized  coat  without  room  in  the 
pockets  to  carry  a stethoscope  so  patients  frequently 
were  not  ausculted  when  they  should  have  been. 
Armies  of  other  countries  had  big  roomy  patch 
pockets.  Even  in  such  a remote  manner  as  this  was 
medicine  adversely  affected  by  the  misapplied  mar- 
tial spirit. 

Passing  fads  and  fancies  play  a small  part  in  real 
medicine  and  we  are  invariably  accused  in  the  public 
press  of  narrow-mindedness  and  ultra-conservatism 
when  we  do  not  adopt  each  new7  panacea.  The  popu- 
lace forget  the  avidity  with  which  we  have  seized 
upon  such  things  as  insulin,  liver  therapy  and  the 
sulfa  drugs,  when  these  really  worthy  agents  have 
appeared. 

Osteopathy  and  chiropractic  maintain  strong  lob- 
bies, have  vociferous  proponents  among  our  legis- 
lators and  if  they  have  not  appointments  in  our 
armed  forces  they  have  at  least  obtained  recognition 
in  Defense  organizations.  When  our  medical 
schools  are  controlled  in  the  National  capitol  pre- 
sumably such  strongly  organized  bodies  will  be  able 
to  introduce  courses  in  these  subjects  despite  the 
firm  belief  of  scientific  men  in  their  fallacy. 

Such  things  will  be  found  to  occur  if  govern- 
ment medical  schools  are  established.  As  Professor 
William  B.  Munro  says,  “For,  whatever  may  be 
hoped  to  the  contrary,  federal  aid  will  invariably 
lead  to  federal  guidance,  discipline,  restraint  and 
control.  Those  who  hold  the  purse  will  wield  the 
power.”  When  a Huey  Long  lavishes  governmental 
funds  on  a school  he  will  attempt  to  debauch  it. 
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It  is  a great  temptation  to  acquire  the  magnificent 
physical  equipment  that  federal  funds  will  furnish 
us.  When  the  money  seemingly  flows  spontaneously 
from  distant  sources  to  us  we  rejoice  even  in  the 
wasteful  extravagances  of  small  town  schoolhouses 
with  bronze  doors  that  would  put  to  shame  the  bap- 
tisteries of  Italy.  But  Beaumont  did  his  epoch  mak- 
ing work  in  a small  hut  on  Mackinac  Island.  Un- 
trammeled liberty  in  scientific  pursuits  is  more  valu- 
able than  marble  palaces.  Quality  is  more  impor- 
tant than  quantity. 

The  history  of  schools  controlled  by  legislatures 
is  such  that  we  should  hesitate  long  before  depart- 
ing from  the  system  that  has  put  American  medicine 
at  the  forefront.  We  have  democracy  in  medicine 
now.  Let  us  not  exchange  it  for  demagogy. 

FAREWELL  PARTY 

As  a final  gesture  of  friendship  and  appreciation 
the  staff  of  the  Rhode  Island  Hospital  gave  a recep- 
tion and  buffet  dinner  at  the  Agawam  Hunt  Club  on 
August  14th  to  the  members  of  the  Rhode  Island 
Hospital  Unit. 

Owing  to  the  great  secrecy  maintained  by  the 
government  concerning  all  meteorological  matters 
the  weather  man  was  unable  to  do  any  graceful 
service  for  this  affair  and  the  group  had  hardly  as- 
sembled when  brisk  showers  compelled  even  the 
intrepid  few,  who  do  not  believe  that  moving  air 
and  water  are  man’s  worst  enemies,  to  leave  the 
delightful  lawns  and  terraces  and  for  the  rest  of  the 
evening  remain  under  cover.  But  indoors  or  out, 
the  Hunt  Club  is  a pleasant  place. 

Naturally  Byron’s  lines  before  the  battle  of  Wa- 
terloo spring  to  memory  and  eloquently  describe  the 
party  . . . just  remember  we  were  not  in  Brussels 
but  Seekonk  Flats  . . . 

“There  was  a sound  of  revelry  by  night. 

And  Belgium’s  capital  had  gathered  there 
Her  Beauty  and  her  Chivalry,  and  bright 
The  lamps  shone  o’er  fair  women  and  brave  men 


The  male  members  of  the  Unit  were  all  in  their 
new  uniforms  and  appeared  not  only  martial  and 
handsome  but,  what  has  not  always  previously  been 
so,  they  appeared  natty  and  comfortable.  A few  of 
the  nurses  who  had  already  been  in  service  were  in 
uniform  but  the  others  who  are  just  entering  wore 
their  dainty  and  becoming  party  dresses. 

Does  it  strike  all  other  physicians  with  a sense  of 
surprise  that  our  nurses,  who  in  their  uniforms  look 
so  capable  and  even  Amazonian,  when  we  see  them 
in  their  feminine  fripperies  are  revealed  as  after  all 
dainty  little  members  of  the  “weaker  sex”  ? What 
a change  from  the  heroines  of  Fanny  Burney  and 
Jane  Austen  with  their  “vapors”  and  faints  and  even 
from  the  late  Victorian  ladies  with  their  long  skirts 
and  “feminine  proprieties”  to  these  capable  and 
truly  heroic  girls  ready  to  go  anywhere  in  this  mis- 
erable, brutal,  murdering  world  that  their  duty  calls 
them. 

Before  the  buffet  supper  there  was  an  informal 
exercise  when  Dr.  Charles  F.  Gormly,  President  of 
the  Rhode  Island  Medical  Society  and  an  original 
organizer  of  the  Unit,  introduced  several  speakers. 
Ex-Senator  Jesse  Metcalf,  President  Emeritus  of 
the  Rhode  Island  Hospital,  wished  the  group  God- 
speed ; Dr.  John  M.  Peters,  Superintendent  Emeri- 
tus of  the  Rhode  Island  Hospital,  spoke  briefly  and 
Dr.  George  A.  Matteson  told  of  the  Rhode  Island 
Hospital  Unit  in  the  previous  war. 

But  the  chief  aspect  of  the  evening  was  the 
mingling  of  the  Unit’s  personnel  with  their  friends 
and  well  wishers  who.  though  sorry  to  have  them 
leave  our  midst,  are  certain  and  proud  that  they  will 
play  a noble  part  in  our  great  war  effort.  This  was 
the  leave  taking  for  most  of  the  group  as  the  men 
left  town  within  a few  days  and  the  nurses  followed 
about  a fortnight  later. 

The  best  of  luck  and  a quick  return  to  all  the 
group ! 
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COMING  MEETINGS 

AMERICAN  COLLEGE  OF  SURGEONS 

Annual  Congress  Scheduled  for 
Cleveland,  November  17  to  20 

The  1942  Clinical  Congress  of  the  American 
College  of  Surgeons,  originally  scheduled  for  Octo- 
ber at  the  Stevens  Hotel,  Chicago,  which  was  taken 
over  August  1 by  the  United  States  Army  Air 
Corps,  will  be  held  in  Cleveland,  with  headquarters 
at  the  Cleveland  Public  Auditorium,  from  Novem- 
ber 17  to  20.  according  to  an  announcement  from 
the  College  headquarters  in  Chicago.  The  twenty- 
fifth  annual  Hospital  Standardization  Conference 
sponsored  by  the  College  will  be  held  simultane- 
ously. 

The  program  of  panel  discussions,  clinical  con- 
ferences, scientific  sessions,  hospital  meetings,  and 
medical  motion  picture  exhibitions  at  headquarters, 
and  operative  clinics  and  demonstrations  in  the  local 
hospitals  and  Western  Reserve  University  School 
of  Medicine,  has  been  centered  around  the  many 
medical  and  surgical  problems  arising  out  of  the 
prosecution  of  an  all-out  effort  to  win  the  war,  em- 
phasizing the  needs  of  the  rapidly  expanding  medi- 
cal services  of  the  Army  and  the  Navy,  and  consid- 
eration of  special  problems  related  to  the  increasing- 
activities  for  civilian  defense. 

The  Forum  on  Fundamental  Surgical  Problems 
inaugurated  at  the  1941  Clinical  Congress  will  be 
repeated  to  give  the  younger  men,  representing  va- 
rious university  departments  of  surgery,  an  oppor- 
tunity to  present  the  important  results  of  their  clin- 
ical and  experimental  research  work  before  a large 
surgical  meeting.  Heretofore  these  younger  men 
have  seldom  been  able  to  present  their  original  work 
and  ideas,  since  many  of  them  have  not  yet  quali- 
fied for  membership  in  the  principal  surgical  soci- 
eties. The  forum  will  be  held  on  three  successive 
mornings. 

The  officers-elect  of  the  College  who  will  be  in- 
augurated at  the  Presidential  Meeting  and  Convo- 


cation on  November  17  are  Dr.  Irvin  Abell  of 
Louisville,  President ; Dr.  Leland  S.  McKittrick  of 
Boston,  First  Vice-President ; and  Dr.  F.  Phinizy 
Calhoun  of  Atlanta,  Second  Vice  President. 


CONFERENCE  ON  VENEREAL  DISEASE 
CONTROL  NEEDS  IN  WARTIME 

Venereal  disease  and  America’s  war  effort  will 
be  discussed  by  high-ranking  medical  officers  of  the 
War  and  the  Navy  Departments,  prominent  physi- 
cians, health  officers  and  others  at  a Conference  in 
Hot  Springs  National  Park,  Arkansas,  October  21- 
24,  1942.  Headquarters  will  be  at  the  Arlington 
Hotel. 

The  Conference  will  be  held  under  the  auspices 
of  the  United  States  Public  Health  Service  in  con- 
junction with  the  Eighth  Annual  Meeting  of  the 
American  Neisserian  Medical  Society.  Surgeon 
General  Thomas  Parran  will  preside.  State  and 
local  health  officers,  venereal  disease  control  offi- 
cers, practicing  physicians,  and  all  others  engaged 
in  venereal  disease  control  activities  are  urged  to 
attend. 

Subjects  for  discussion  will  include  venereal  dis- 
ease control  measures  influencing  the  war  effort, 
epidemiology  of  syphilis  and  gonorrhea  — 1942, 
wartime  venereal  disease  control  education,  re- 
search influencing  the  wartime  venereal  disease  con- 
trol program,  and  technics  of  venereal  disease 
education. 

Governmental,  professional  and  health  organiza- 
tions to  be  represented  at  the  Conference  include: 
the  War  Department,  the  Navy  Department,  the 
Social  Protection  Section  of  the  Office  of  Defense 
Health  and  Welfare  Services,  the  American  Medi- 
cal Association,  the  American  Neisserian  Medical 
Society,  the  American  Social  Hygiene  Association, 
State  and  local  health  departments,  and  the  United 
States  Public  Health  Service. 
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Your  attention  is  called  to  this  important  notice 
governing  the  appointment  of  doctors  in  the  armed 
forces. 

WAR  DEPARTMENT 
Services  of  Supply 

Office  ok  the  Surgeon  General 
Washington 

August  22,  1942. 

The  Surgeon  General  of  the  Army  published 
detailed  information  concerning  policies  governing 
the  initial  appointment  of  physicians  as  medical 
officers  on  April  23,  1942.  Necessary  changes  are 
given  wide  publicity,  at  his  request,  in  order  that 
the  individual  applicants,  and  all  concerned  in  the 
procurement  of  medical  officers,  may  know  the 
status  of  such  appointments. 

The  current  military  program  provides  for  a 
definite  number  of  position  vacancies  in  the  differ- 
ent grades.  The  number  of  such  positions  must 
necessarily  determine  the  promotion  of  officers 
already  on  duty  and,  in  addition,  the  appointment 
of  new  officers  from  civilian  life.  Such  appoint- 
ments are  limited  to  qualified  physicians  required  to 
fill  the  position  vacancies  for  which  no  equally  well 
qualified  medical  officers  are  available.  Such  posi- 
tions calling  for  an  increase  in  grade  should  he 
filled  by  promotion  of  those  already  in  the  service, 
insofar  as  possible,  and  not  by  new  appointments. 

If  this  policy  is  not  followed,  it  would  definitely 
penalize  a large  number  of  well  qualified  Lieuten- 
ants and  Captains  already  on  duty  by  blocking  their 
promotions  which  have  been  earned  by  hard  work. 
In  view  of  these  facts,  it  has  been  deemed  necessary 
to  raise  the  standards  of  training  and  experience 
for  appointment  in  grades  above  that  of  First 
Lieutenant. 

With  this  in  view,  the  Surgeon  General  has 
announced  the  following  policy  which  will  govern 
action  to  be  taken  on  all  applications  after  Sep- 
tember 15,  1942. 


All  appointments  will  be  recommended  in  the 
grade  of  First  Lieutenant  with  the  following  ex- 
ceptions : 

CAPTAIN: 

1 . Eligible  applicants  between  the  ages  of  37  and 
45  will  be  considered  for  appointment  in  the  grade 
of  Captain  by  reason  of  their  age  and  general 
unclassified  medical  training  and  experience. 

2.  Below  the  age  of  37  and  above  the  age  of 
32,  consideration  for  appointment  in  the  grade  of 
Captain  will  he  given  to  applicants  who  meet  all  of 
the  following  minimum  requirements : 

a.  Graduation  from  an  approved  medical 
school. 

b.  Internship  of  not  less  than  one  year,  pref- 
erably of  the  rotating  type. 

c.  Special  training  consisting  of  3 years'  resi- 
dency in  a recognized  specialty. 

d.  An  additional  period  of  not  less  than  2 years 
of  study  and/or  practice  limited  to  the 
specialty. 

3.  Eligible  applicants  who  previously  held  com- 
missions in  the  grade  of  Captain  in  the  Medical 
Corps  ( Regular  Army,  National  Guard  of  the 
United  States,  or  Officers  Reserve  Corps)  may  be 
considered  for  appointment  in  that  grade  provided 
they  have  not  passed  the  age  of  45  years. 

MAJOR: 

1 . Eligible  applicants  between  the  ages  of  37  and 
55  may  be  considered  for  appointment  under  the 
following  conditions : 

a.  Graduation  from  an  approved  school. 

h.  Internship  of  not  less  than  one  year,  pref- 
erably of  the  rotating  type. 

c.  Special  training  consisting  of  3 years’  resi- 
dency in  a recognized  specialty. 

d.  An  additional  period  of  not  less  than  7 years 
of  study  and/or  practice  limited  to  the 
specialty. 

e.  The  existence  of  appropriate  position  va- 
cancies. 

f.  Additional  training  of  a special  nature  of 
value  to  the  military  service,  in  lieu  of  the 
above. 
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2.  Applicants  previously  commissioned  as  Ma- 
jors in  the  Medical  Corps  (Regular  Army,  National 
Guard  of  the  United  States,  or  Officers  Reserve 
Corps)  whose  training  and  experience  qualify 
them  for  appropriate  assignments  may  be  consid- 
ered for  appointment  in  the  grade  of  Major  pro- 
vided they  have  not  passed  the  age  of  55. 

LIEUTENANT  COLONEL  AND  COLONEL: 

In  view  of  the  small  number  of  assignment  va- 
cancies for  individuals  of  such  grade,  and  the  large 
number  of  Reserve  Officers  of  these  grades  who 
are  being  called  to  duty,  such  appointments  will  he 
limited.  Wherever  possible,  promotion  of  qualified 
officers  on  duty  will  be  utilized  to  fill  the  position 
vacancies. 

Much  misunderstanding  has  arisen  concerning 
recognition  by  Specialty  Boards  and  membership 
in  specialty  groups.  It  will  he  noted  that  mention 
is  not  made  of  these  in  the  preceding  paragraphs. 
This  is  due  to  the  variation  in  requirements  of  the 
different  Boards  and  organizations.  Membership 
and  recognition  are  definite  factors  in  determining 
the  professional  background  of  the  individual,  but 
are  NOT  the  deciding  factors,  as  so  many  physi- 
cians have  been  led  to  believe. 

The  Action  of  the  Grading  Board,  established  by 
the  Surgeon  General  in  his  office,  is  final  in  tender- 
ing initial  appointments.  Proper  consideration 
must  be  given  such  factors  as  age,  position  vacan- 
cies, the  functions  of  command,  and  original  assign- 
ments. All  questionable  initial  grades  are  decided 
by  this  Board.  Due  to  the  lack  of  time,  no  recon- 
sideration can  be  given. 

There  are  in  the  age  group  24-45  more  than  a 
sufficient  number  of  eligible,  qualified  physicians 
to  meet  the  Medical  Department  requirements.  It 
is  upon  this  age  group  that  the  Congress  has  im- 
posed a definite  obligation  of  military  service 
through  the  medium  of  the  Selective  Service  Act. 
The  physicians  in  this  group  are  ones  needed  NOW 
for  active  duty.  The  requirements  are  immediate 
and  imperative.  Applicants  beyond  45  years  may  be 
considered  for  appointment  only  if  they  possess 
special  qualifications  for  assignment  to  positions 
appropriate  to  the  grade  of  Major  or  above. 


SARCOMA  GROWING  ON  CARCINOMA 
Case  Report 

Mrs.  E.  M.,  aged  60,  in  September  1930  noticed 
a lump  on  the  right  side  of  her  tongue,  a cauliflower 
growth  Yz"  in  diameter.  A good  margin  was  re- 
moved with  a high  frequency  knife  and  the  report 
was  epidermoid  carcinoma,  grade  I. 

In  August  1931  a minute  spot  of  ulceration 
appeared  on  the  left  side  of  the  tongue.  This  was 
removed  with  a wide  margin,  and  the  report  was 
epidermoid  carcinoma,  grade  I. 

Five  years  later  in  July  1936  a small  lump 
appeared  in  the  left  scar;  this  was  removed  for 
biopsy  and  four  platinum  needles,  one  mg.  each, 
were  inserted  about  the  area  and  left  in  for  one 
week  (168  hours).  As  usually  happens  with  these 
needles  there  was  smooth  healing  within  a few 
weeks  and  in  October  the  note  said  the  tongue  was 
soft  everywhere.  Again  the  report  was  epidermoid 
carcinoma,  grade  I. 

Three  years  later  in  July  1939  a small  slough 
appeared  at  the  old  site.  This  was  removed  surgi- 
cally with  a wide  incision  that  could  not  be  entirely 
closed.  This  time  the  report  was  grade  II  carci- 
noma. Dr.  Batchelder  gave  her  24  treatments,  2280 
R each  side,  200  kilovolts. 

A year  later,  in  August  1940,  an  ulcerated  tender 
crack  appeared  in  the  sulcus  between  the  tongue 
and  aveolus  which  we  decided  to  watch.  X-rays 
showed  what  appeared  to  be  a small  area  of  osteo- 
myelitis with  several  minute  sequestra.  This  caused 
very  little  trouble  hut  in  May  this  year  what  seemed 
to  be  polyp  began  to  grow  at  the  site.  This  was 
snared  off  for  biopsy  and  the  bone  curetted.  The 
laboratory  report  was  fibroma  probably  of  inflam- 
matory origin.  As  the  growth  came  hack  promptly  it 
was  decided  to  resect  the  diseased  jaw,  but  when 
Dr.  Charles  Smith  and  I exposed  the  bone  we  could 
find  nothing  which  looked  or  felt  abnormal,  so  we 
removed  all  tumor  we  could  see  and  did  nothing 
more.  This  time  the  laboratory  gave  us  a microscopic 
description  of  a fibro-sarcoma.  From  then  she  ex- 
perienced local  pain  and  the  growth  soon  began 
to  heap  up  again.  Dr.  Daland  saw  her  and  on 
October  21  he  resected  a portion  of  the  mandible, 
with  a good  margin  about  the  growth  enmass. 
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Here  we  have  an  elderly  woman  with  an  epider- 
moid carcinoma  of  the  right  side  of  the  tongue  ; one 
year  later  a similar  growth  on  the  left  side,  which 
can  he  called  a metastasis,  a secondary  growth,  or 
a primary,  as  one  wishes — it  certainly  was  not  an 
extension  of  the  first  growth.  The  right  growth  has 
never  recurred.  After  a five  year  interval  the  left 
recurred ; removal  and  radium  treatment  gave  a 
three  year  interval.  Then  removal  and  X-ray  treat- 
ment gave  a year  interval  without  trouble  followed 
by  nine  months  of  what  seemed  a localized  osteo- 
myelitis. At  the  end  of  that  time  a polypoid-appear- 
ing growth  was  demonstrated  to  be  a fibro-sarcoma. 

From  the  time  of  Billroth  it  has  become  increas- 
ingly well  recognized  that  multiple  cancers  are  not 
unusual.  Warren  and  Gates’  fine  paper  of  about  ten 
years  ago  reported  a tremendous  series  of  cases 
and  they  demonstrated  that  the  incidence  was  much 
greater  than  could  be  accounted  for  by  chance.  This 
has  been  stressed  in  many  other  papers.  The  great 
preponderance  of  these  cases  have  been  multiple 
carcinomas ; however,  a number  of  cases  of  the 
association  of  carcinoma  and  sarcoma  are  reported, 
and  Warren  and  Gates  report  25  cases  of  carcinoma 
and  sarcoma  in  the  same  organ. 

We  have  found  two  cases  reported  where  evi- 
dence is  given  that  the  sarcoma  developed  at  the 
site  of  the  carcinoma.  In  one  case  reported  by 
Warren  and  Gates  the  man  had  trouble  with  his 
prepuce  for  several  years.  After  partial  amputation 
the  wound  was  unhealed  for  five  years.  Complete 
amputation  then  showed  carcinoma  and  sarcoma. 
This  man  had  plenty  of  the  chronic  irritation  which 
is  generally  accepted  as  inciting  cancer  growth. 

Careful  consideration  will  show  that  our  case 
had  little  chronic  irritation.  She  is  a neat  clean 
lady  taking  good  care  of  her  mouth.  The  surgical 
removal  healed  with  slight  delay.  The  platinum 
needles  caused  only  small  points  of  ulceration  and 
in  a few  weeks  her  tongue  was  reported  healed  and 
soft.  Even  after  her  X-ray  there  was  only  some 
scarring  to  he  seen  in  two  months.  She  did  not  get 
tremendous  dosage  and  a Harper  Hospital  Paper 
reports  10,000  cases  treated  with  this  type  of  Ray 
without  a case  of  malignant  degeneration.  So,  spread 
over  ten  years,  she  had  only  a few  months  when 


she  felt  she  had  trouble  in  her  mouth.  Apparently 
this  is  one  more  case  pointing  to  a predisposition 
to  cancer,  that  is,  there  appears  to  he  some  factor 
or  factors,  of  which  we  know  nothing,  necessary 
to  produce  cancer. 

1 his  case  was  reported  as  above  to  the  New 
England  Cancer  Society  in  October  1941.  The 
progress  from  then  on  was  exceedingly  had.  Hard 
nodular  swellings  soon  appeared  in  the  scar  on  her 
face.  After  a while  the  growth  reappeared  inside 
her  mouth  and  she  died  in  May  1942. 

\\  hether  she  died  ultimately  from  carcinoma  or 
sarcoma  we  took  no  final  examination  to  determine 
and  the  question  is  of  academic  interest  only.  In 
the  surgical  specimen  removed  by  Dr.  Daland  there 
was  found  both  of  these  growths  when  Dr.  Clarke 
examined  it. 

This  is  a case  of  carcinoma  and  sarcoma  develop- 
ing at  the  same  site  and  both  continuing  to  grow 
simultaneously. 

Petkr  Pinf.o  Chase,  M 1).. 


BOOK  REVIEWS 

The  Care  of  the  Aged  (Geriatrics).  Mai  ford  W. 
Thewlis ; C.  V.  Moshy  Company,  St.  Louis, 
Mo. 

“Geriatrics  will  play  an  important  part  in  the  all 
out  war  effort."  This  sentence,  from  the  Preface  to 
the  4th  Edition  of  this  book,  serves  to  focus  the 
reader’s  attention. 

This  is  a good  book,  a simple,  straightforward 
exposition  of  a timely  subject,  an  intelligent  discus- 
sion of  how  to  prevent,  so  far  as  posible,  the  ravages 
of  advancing  years,  and  how'  to  care  for  them  when 
they  arrive. 

The  book  is  interesting  in  itself  and  especially 
valuable  from  the  fact  that  the  literature  upon  this 
subject  of  Geriatrics  is  most  meagre. 

Comprehensive  discussion  of  the  deficiencies,  the 
diseases  and  the  degenerations  of  old  age  empha- 
sizes the  fact  that  such  pathology,  for  the  most  part 
has  its  beginning  in  middle  age  or  even  in  youth,  and 
that  it  should  he  attacked  at  these  periods  when 
prophylaxis  may  be  of  some  avail. 

Though  recent  scientific  advances  are  freely  dis- 
cussed in  this  book — metabolism  and  cholesterol 
studies,  liver  function,  chemotherapy,  etc.,  perhaps 
its  greatest  value  lies  in  its  simple,  everyday  and 
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practical  discussion  of  the  problems  the  practitioner 
is  called  upon  to  meet  with  many  valuable  sugges- 
tions as  to  how  wisely  to  advise  and  treat  the  patient 
— a sane  approach  to  the  blood  pressure  problem, 
the  use  and  abuse  of  alcohol,  the  treatment  of  dia- 
betes in  old  age,  prostatic  hypertrophy,  the  sex  and 
neurological  problems  which  arise  in  senescense — 
all  are  treated  in  a most  practical  way.  Incidentally, 
this  book  of  568  pages  is  truly  a practice  of  medi- 
cine. 

It  is  to  be  highly  recommended  to  all  practition- 
ers, especially  to  those  of  the  younger  generation, 
who  though  perhaps  familiar  with  the  scientific  side 
of  medicine,  have  yet  much  to  learn  of  its  practical 
application. 

Halsey  DeWolf,  M.D. 

Health  Education  of  the  Public  by  W.  W. 
Bauer,  B.S.,  M.D.,  and  Thomas  G.  Hull.  Ph.D. 
Foreword  by  Morris  Fishbein,  M.D.  Second 
Edition.  W.  B.  Saunders  Co.,  Publishers. 

This  volume  might  well  he  perused  bv  any  physi- 
cian who  has  an  interest  in  health  education  as  it 
concerns  the  general  public.  In  these  changing  times 
when  the  profession  of  medicine  is  coming  out  of  its 
shell  and  many  of  our  ancient  ethics  are  being  rele- 
gated to  the  limbo  of  the  forgotten  past,  it  is  impor- 
tant that  every  physician  interested  in  his  profession 
should  have  some  grasp  of  the  meaning  of  health 
education  and  its  importance  to  the  general  public. 

This  little  volume  thoroughly  and  scientifically 
takes  up  in  separate  chapters  the  various  media  for 
the  expression  of  health  education  publicity  discuss- 
ing separately  the  radio,  the  exhibit,  the  meeting, 
pamphlets,  the  newspaper,  the  motion  picture,  stere- 
opticon  slides,  the  magazine  article,  correspondence 
in  newspapers,  hooks,  and  other  miscellaneous  de- 
vices. 1 1 is  indeed  a revelation  to  realize  how  far  the 
medical  profession  has  departed  from  its  ancient 
tenets  and  is  now  advocating  these  many  legitimate 
means  of  public  expression. 

It  is  well  to  know  that  such  a volume  is  on  hand 
for  study  or  perusal  as  many  of  us  from  time  to  time 
may  he  called  upon  to  serve  our  profession  in  the 
field  of  health  education.  I commend  this  book  to 
all  physicians  who  wish  to  be  abreast  of  the  times 
with  the  most  recent  policies  of  the  American  Medi- 
cal Association  in  relation  to  the  position  and  the 
subject  of  health  education  of  the  public. 

Jesse  P.  Eddy,  3rd,  M.D. 

Treatment  in  General  Practice  by  Harry 
Beckman,  M.  D.  W.  B.  Saunders  and  Co. 

This  is  the  fourth  edition  of  the  popular  work  on 
treatment  completely  revised  and  including  many 
new  treatments  and  changes  in  treatments. 


The  book  is  divided  into  sections  which  include 
the  following:  infectious  diseases,  worm  and  fluke 
infestations,  allergic  disturbances,  deficiency  dis- 
eases, endocrine  diseases  of  the  various  organic 
tracts,  anemiae,  diseases  of  skin,  and  short  chapters 
on  Geriatrics,  acute  poisoning,  burns  and  sulfona- 
mide toxicity. 

There  is  usually  a short  discussion  of  the  subject, 
after  which  a plan  of  treatment  is  proposed  dis- 
cussing advantages  and  disadvantages  of  various 
treatments. 

This  edition  is  brought  up  to  date  to  include  many 
of  the  advances  that  have  taken  place  in  the  past 
four  years.  This  in  itself  is  a prodigious  task  ; how- 
ever, it  is  well  done.  It  is  impossible  to  include  all 
the  new  disease  entities  and  changes  in  treatment  in 
a short  review — only  the  more  important  ones  may 
he  mentioned.  The  various  Vitamin  B complex 
deficiencies  are  considered  and  treatment  is  dis- 
cussed. Epidemic  Encephalitis  and  its  newer  vari- 
ants are  well  covered.  A new  chapter  is  devoted  to 
the  discussion  and  treatment  of  Sulfonamide  tox- 
icity. Many  less  common  diseases  and  their  treat- 
ments, such  as  Q Fever,  Haverhill  Fever,  etc.,  are 
discussed  for  the  first  time. 

The  author  has  an  excellent  style  and  makes 
interesting  a difficult  subject.  There  are  numerous 
references  to  other  authors’  works  and  ideas  and 
treatment  but  he  seldom  leaves  you  up  in  the  air 
concerning  the  treatment  he  thinks  best.  At  times 
he  is  very  brief  in  discussion  of  treatment.  Per- 
sonally. I think  this  required  courage  but  lie  does 
not  waste  the  reader’s  time. 

An  excellent  discussion  of  the  tropical  diseases 
and  their  treatment  are  included  and  I think  the 
treatise  on  Malaria  and  the  use  of  the  different 
drugs  are  particularly  good. 

The  treatment  of  common  disorders,  such  as 
ulcers,  diabetes,  syphilis,  pneumonia,  include  the 
latest  ideas  on  treatment. 

It  is  impossible  to  mention  all  the  interesting- 
points  in  such  a large  book  covering  such  a wide 
field.  There  are  but  few  criticisms  of  this  work 
which  on  a whole  is  excellent.  However,  the  dis- 
tinction between  treatment  in  general  practice  and 
many  specialties  is  so  arbitrary,  it  is  often  hard  to 
tell  where  to  draw  the  line.  This  is  a difficult  thing 
to  do  and  perhaps  the  author  handles  the  problem 
as  well  as  possible. 

There  was  apparently  no  discussion  of  the 
Wangensteen  method  of  drainage  of  the  stomach 
which  is  often  a very  useful  procedure. 

On  page  360,  epinephrine  intravenously  is  ad- 
vised in  dire  necessity.  A warning  to  use  it  in 
dilution  may  not  be  amiss. 

It  is  recommended  both  as  a reference  work  and 
for  good  reading. 

Frederick  R.  Riley,  M.D. 
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War  Medicine,  a Symposium.  Editor— Winfield 
Scott  Pugh,  M.D., Commander  (M.C.)  U.S.N. 
Retired.  Formerly  Surgeon,  City  Hospital, 
New  York.  Associate  Editor — Edward  Podol- 
sky, M.D.  Technical  Editor — Dagobert  D. 
Runes,  Ph.D.  Published  by  F.  Hubner  & 
Co.,  Inc.,  New  York,  N.  Y.,  for  The  Philo- 
sophical Library,  Inc.,  15  East  40th  St.,  New 
York  N.  Y. 

This  hook  is  a collection  of  57  articles  by  68 
authors  taken  from  fairly  recent  American  and 
British  Medical  Journals.  There  is  a general  ac- 
knowledgment of  the  source  of  the  articles  but  the 
date  of  publication  is  not  given.  The  articles  and 
authors  are  authoritative  but  having  been  written 
without  any  reference  to  each  other,  there  is  con- 
siderable repetition.  As  for  instance,  the  treatment 
of  shock  and  the  use  of  the  Sulfonamides  are  men- 
tioned or  elaborated  in  many  of  the  articles.  Most 
of  the  articles  are  in  regard  to  war  medicine  and 
surgery,  some  apply  to  military  medicine  and  a few 
have  no  war  connection.  The  authors  of  the  British 
articles  have  had  experience  in  the  present  war. 
An  index  would  make  this  volume  more  useful  as 
a reference  book. 

Lucius  C.  Kingman,  M.D. 


WHICH  SIDE  OF  THE  QUESTION 
ARE  YOU  ON? 

Should  mothers  he  given  medical  advice  by  neigh- 
bors, newspapers,  manufacturers  and  other  med- 
dlers, gratuitously, 

or 

Should  the  problem  of  infant  feeding  he  kept 
where  it  belongs — in  the  hands  of  the  medical  pro- 
fession ? 

Mead  Johnson  & Company  are  and  always  have 
been  definitely  on  the  side  of  private  medical  prac- 
tice, and  this  is  one  reason  why  we  have  refused  to 
advertise  “complete  foods”  which  “simplify”  infant 
feedings.  The  use  of  cow’s  milk,  water  and  carbo- 
hydrate mixtures  represents  the  one  system  of  in- 
fant feeding  that  consistently,  for  three  decades,  has 
received  universal  pediatric  recognition  because  it 
offers  an  adjustable  formula  for  meeting  the  chang- 
ing requirements  of  the  individual  baby  as  it  pro- 
gresses. Of  all  the  carbohydrates  available,  no  car- 
bohydrate employed  in  this  system  of  infant  feeding 
enjoys  so  rich  and  enduring  a background  of  au- 
thoritative clinical  experience  as  Dextri-Maltose. 

Under  the  traditional  Mead  Policy,  we  reaffirm 
the  fundamental  principle  that  “Babies  supervised 
by  physicians  are  better  babies.”  W e continue  to  be 
voluntarily  committed  to  the  same  side  of  this  im- 
portant medical  economic  question — as  you. 


OXYGEN 

CARBON  DIOXID-OXYGEN 
MIXTURES 

HELIUM-OXYGEN  MIXTURES 
NITROUS  OXID 
CARBON  DIOXID 
CYCLOPROPANE 

* * * 

OXYGEN  TENTS,  FACE  MASKS 
For  Sale  or  For  Rent 

COUP  BROTHERS 

Dexter  0020 

24  Hour  Service 


cMedive,  Convenient 
and  Cconontical 


The  effectiveness  of  Mercurochrome  has  been 
demonstrated  by  twenty  years’  extensive  clinical  use. 


For  the  convenience  of  physicians  Mercurochrome 
is  supplied  in  four  forms — Aqueous  Solution  for 
the  treatment  of  wounds.  Surgical  Solution  for 
preoperative  skin  disinfection.  Tablets  and  Powder 
from  which  solutions  of  any  desired  concentration 
may  readily  be  prepared. 


(H.W.&D.  Brand  of  dibrom-oxymerciiri-fliiorescein-sodiiuu ) 
is  economical  because  solutions  may  be  dispensed 
at  low  cost.  Stock  solutions  keep  indefinitely. 


MEDICAL 

ASSN. 


Mercurochrome  is  accepted  by  the 
Council  on  Pharmacy  and  Chemistry  of 
the  American  Medical  Association. 


Literature  furnished  on  request 

HYNSON,  WESTCOTT  & DUNNING,  INC. 

BALTIMORE,  MARYLAND 
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Infant 

Formulas 


EFFECTIVE  formulas  provide 
two -thirds  of  the  total 
calories  in  milk  and  one- 
third  in  added  carbohydrate. 
Whatever  milk  is  indicated 
usually  may  be  modified 
safely  with  KARO  Syrup. 


Free  to  Physicians 

'Infant  Feeding  Manual  For 
Physicians"  is  a concise,  helpful 
monograph  containing  specific 
information  and  tested  Karo 
feeding  formulas.  Sent  postpaid. 


Please  Write  Medical  Department 

CORN  PRODUCTS  REFINING  CO. 

17  Battery  Place,  New  York,  N.  Y. 


YOU'RE  THE  DOCTOR 
We're  the  Nursing  Home! 
• 

The  Dorcus  Convalescent  Home 
is  now  the 

NILES  NURSING  HOME 

and  is  under  the  management  of  Mrs. 
Edith  C.  Niles  who  is  a niece  of  the  Misses 
Dorcus  and  a graduate  of  Roosevelt 
Hospital. 

► Efficient,  Experienced,  Friendly 

Management 

► Hospital  Cleanliness 

^ Excellent  Food,  supervised  by  Dietitian 

► 24  Hour  Service 

► Flexible,  Reasonable  Rates 

NILES  NURSING  HOME 

INCORPORATED 

32  Blackstone  Boulevard,  Providence 
PL  4178  — PL  3485 


PEPTIC  ULCER  FILM  AVAILABLE 

There  is  now  available  for  free  showings  before 
groups  of  physicians  the  first  complete  movie  film 
on  peptic  ulcer,  in  color  and  with  sound  track. 

The  film  is  entitled  ‘‘Peptic  Ulcer”  and  was  pro- 
duced under  the  direction  of  the  Department  of 
Gastroenterology  of  the  Lahey  Clinic  of  Boston. 
The  American  College  of  Surgeons  has  awarded 
its  seal  of  approval  to  the  film. 

Running  time  of  the  film  is  45  minutes,  1600  feet 
of  16  mm.  film,  and  covers  a presentation  of  the 
following  problems  of  peptic  ulcer:  Pathogenesis, 
diagnosis,  treatment,  pathology,  complications,  in- 
cluding obstruction,  hemorrhage,  and  perforation, 
gastric  ulcer,  surgery  and  jejunal  ulcer. 

Arrangements  for  a showing  of  the  film  may  be 
made  by  writing  to  the  Professional  Service  Depart- 
ment of  John  Wyeth  and  Brother,  Inc.,  Phila- 
delphia, who  will  provide  projection  equipment, 
screen,  film,  and  operator  for  medical  groups  with- 
out charge. 
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Alike  to  the  eye  ...  yes 

But  only  to  the  eye ! To  the  sensitive  tissues  of 
the  nose  and  throat,  Philip  Morris  are  vastly  dif- 
ferent...  made  differently  ...  a cigarette  proved w 
over  and  over  again  to  be  definitely  and  measurably 
less  irritating. 

Your  own  tests  will  convince  you  more  than  any 
printed  word.  Why  not  observe  the  effects  of  Philip 
Morris  for  yourself,  on  your  patients  who  smoke? 

Philip  Morris 

Philip  Morris  & Co.,  Ltd.,  Inc. 

119  Fifth  Avenue,  N.  Y. 

* Laryngoscope,  Feb.  1935,  Vol.  XLV,  No.  2,  149-154 
Laryngoscope,  Jan.  1937,  Vol.  XLV II,  No.  1,  58-60 


TO  PHYSICIANS  WHO  SMOKE  A PIPE:  We  suggest  an  un- 
usually fine  new  blend — Country  Doctor  Pipe  Mixture.  Made  by  tbe 
same  process  as  used  in  the  manufacture  of  Philip  Morris  Cigarettes. 
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Is  Your  Yearly  Income 

*15.000  - * 20.000  - * 25.000  - or  * 30.000  ? ? 


These  upper  income  brackets  are  not  difficult  to  attain.  If  you 
have  any  doubt  about  this  . . . look  around  you  and  see  what 
some  of  the  others  in  your  profession  are  doing. 

Are  you  satisfied  to  be  among  the  ones  who  needlessly  choose 
the  "Hard  Way"? 

The  "Hard  Way"  is  parallel  to  a winding  way  up  and  down 
the  side  of  a mountain  . . . long  and  dangerous. 

Literally  speaking  . . . it's  like  a continuous  sacrifice  of  tre- 
mendous opportunities  of  achieving  greater  success  in  your 
profession. 

The  "Right  Way"  is  smooth  . . . you  can  travel  it  safely  to 
attain  the  higher  income  brackets  for  your  practice. 

With  the  privilege  of  choosing  either  route,  would  you  delib- 
erately take  the  "Hard  Way",  which  is  long  and  dangerous? 

Ridiculous  as  that  may  sound  — it  is  what  many  Doctors  do, 
day  in  and  day  out. 

They  needlessly  handicap  themselves  by  constantly  choosing 
the  "Hard  Way". 

Investigate  further  the  "Right  Way"  Plan. 

We  can  arrange  a plan  to  suit  the  needs  of  your  own  practice. 
Of  course,  there  is  no  charge  for  this  service. 


Physicians-Surgeons 
Medical  and  Hospital 
Supplies 


s 


MITH-HOLDE 

COMPANY 


N 


Hospital  Beds-Wheel 
Chairs-Trusses-Belts 
Supports-Sick  Room 
Supplies 


624  Broad  Street  Across  from  St.  Joseph's  Hospital 


PROVIDENCE 
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N ANTIQUE  TANKARD  or  modern 
glass  there's  nothing  to  compare  with 
Narragansett's  FINER  FLAVOR  OF 
SEEDLESS  HOPS. 


FAMOUS 


rg/lh 

LACERfr/^Dfl 


nfa  "TOO  GOOD 
TO  MISS!” 


NARRAGANSETT  BREWING  COMPANY 


CRANSTON,  R.  I. 


Many  physicians  are  becoming  increas- 
ingly aware  of  the  value  of  DR.  LOCKE 
SHOES  in  their  practice.  They  are  finding 
them  most  HELPFU L in  aiding  the  reduc- 
tion of  pain  and  swelling  due  to  functional 
decompensation  of  foot  structure. 

Our  staff  understand  your  problem  and 
will  work  with  you. 


SECOND  FLOOR,  W00LW0RTH  BLDG. 

GAS  P E E 8 7 2 8 


For  more  than  7 0 years 
E.  A.  Johnson  Co.  has  been 
supplying  Rhode  Island 
Physicians  with  their . . . 
Printed  Needs. 

.LETTERHEADS  AND  ENVELOPES 
PRESCRIPTION  BLANKS  - CHARTS 
BILLHEADS  AND  STATEMENTS 

Conveniently  located  at  71  PECK  STREET 
corner  of  DYER  in  downtown  PROVIDENCE 
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RHODE  ISLAND  MEDICAL  JOURNAL 

Owned  by  the  Rhode  Island  Medical  Society  and  published  monthly  under  the  direc- 
tion of  the  Publication  Committee. 

Set  up  and  printed  by  the  Roger  Williams  Press,  E.  A.  Johnson  Company,  71  Peck 
Street,  Providence. 

Prints  the  Transactions  of  the  R hode  Island  M edical  Society,  the  constituent  District 
Societies,  and  papers  contributed  by  the  members  of  these  societies. 

Subscription 

Per  Year  $2.00.  Single  copies  25  cents. 

YEARLY  ADVERTISING  RATES 


Times 

Inserted 

1 Page 

14  Page 

Va  Page 

Vs  Page 

Per 

Insert 

Per 

Year 

Per 

Insert 

Per 

Year 

Per 

Insert 

Per 

Year 

Per 

Insert 

Per 

Year 

12 

$18.00 

$216.00 

$10.80 

$129.60 

$7.20 

$86.40 

$4.80 

$57.60 

6 

21.60 

129.60 

13.20 

79.20 

8.40 

50.40 

6.00 

36.00 

3 

26.40 

79.20 

15.60 

46.80 

10.80 

32.40 

8.40 

25.30 

1 

30.00 

18.00 

13.20 

9.60 

Professional  cards  12  months  $10 

Address  all  communications  to  the  Rhode  Island  Medical  Library 
106  Francis  Street,  Providence,  R.  I. 


PHYSICIANS  DIRECTORY 
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Eye,  Ear,  Nose  and  Throat 

FRANCIS  L.  BURNS,  M.D. 

Ear,  Nose  and  Throat 

Office  Hours  — 1:00-5:00  P.  M. 
and  by  appointment 

382  Broad  Street  Providence 


FRANK  W.  DIMMITT,  M.D. 

Eye,  Ear,  Nose  and  Throat 
78  Waterman  Street  Providence,  R.  I. 

Hours:  By  appointment 


JOS.  L.  DOWLING,  M.D. 

Practice  limited  to 
Diseases  of  the  Eye 

57  Jackson  Street  Providence,  R.  I. 

1-4  and  by  appointment 


RAYMOND  F.  HACKING,  M.D. 
Practice  limited  to  diseases  of  the  eye 
105  Waterman  Street  Providence,  R.  I. 


GORDON  J.  McCURDY,  M.D. 

Ear,  Nose  and  Throat 
Bronchoscopy  and  Esophagoscopy 
Hours,  by  appointment 
Phone  DExter  5550 

198  Angell  Street  Providence,  R.  I. 


BENJAMIN  FRANKLIN  TEFFT,  M.D. 
Ear,  Nose  and  Throat 

185  Washington  Street  West  Warwick,  R.  I. 
Hours  by  appointment  Phone  Valley  229-R 


HERMAN  A.  WINKLER,  M.D. 

Ear,  Nose  and  Throat 
224  Thayer  Street,  Providence  R.  I. 
Hours  by  appointment  Call  GAspee  4010 


Cardiology 

CLIFTON  BRIGGS  LEECH,  M.D. 
Practice  limited  to 

Diseases  of  the  Heart  and  Circulatory  System 
Hours  by  appointment 
Phone  GAspee  5171 
Residence,  Warren  1191 
82  Waterman  Street  Providence,  R.  I. 

Dermatology 

WILLIAM  B.  COHEN,  M.D. 

Practice  limited  to 
Dermatology  and  Syphilology 
Hours  2-4  and  by  appointment 
105  Waterman  Street  Providence,  R.  I. 


VINCENT  J.  RYAN,  M.D. 

Practice  limited  to 
Dermatology  and  Syphilology 
Hours  by  appointment  Call  GA  4313 

198  Angell  Street,  Providence,  R.  I. 


CARL  D.  SAWYER,  M.D. 

Practice  limited  to 
Dermatology  and  Syphilology 
Hours  by  appointment 

182  Waterman  Street  Providence,  R.  I. 

MALCOLM  WINKLER,  M.D. 

Practice  limited  to 
Dermatology  and  Syphilology 
Hours  by  appointment  Call  DExter  0105 

105  Waterman  Street,  Providence,  R.  I. 

Genito-Urinary 

VINCENT  J.  ODDO,  M.D. 

Practice  limited  to 
Urology  and  Urological  Surgery 
Hours:  2-4  and  7-8  and 
by  appointment 

322  Broadway  Providence,  R.  I. 

X-Ray 

JACOB  S.  KELLEY,  M.D. 

Practice  limited  to  all  branches  of 
Roentgenology 

Special  attention  given  to  bedside  work 
153  Smith  Street  Providence,  R.  I. 

Hours:  10  to  4 and  by  appointment 
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Kelley  Ice  Cream  Company, 
Inc. 

103  Dike  Street 
PROVIDENCE,  R.  I. 

Serving  the  public  for  over  a 
quarter  of  a century  with  a 
QRADE  A dairy  product. 


Massage 

MISS  RACHEL  LEE  FITZGERALD 

Swedish  Massage 
Corrective  Exercises 

Telephone:  Warren  1015 

Massasoit  Ave.  Barrington,  R.  I. 

Druggist 

J.  E.  BRENNAN  & COMPANY 
Leo  C.  Clark,  Prop. 

APOTHECARIES 

5 North  Union  Street  Pawtucket,  R.  I. 

Sheldon  Building 

5 Registered  Pharmacists 
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“We  guarantee  our  appliances  to  fit” 

Abdominal  Belts  Trusses,  Corsets 

Sacro  Iliac  Belts  Elastic  Stockings 

Spinal  Braces  Wheel  Chairs 

Hospital  Beds,  Arch  Supports  Etc. 

Male  and  Female  Attendants 
Phone  Dexter  8980 

H.  MAWBY  CO.,  INC. 

Makers  of  Surgical  Appliances 

63  Washington  St.  Providence,  R.  I. 
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IN  INFANT  FEEDING 
...IT  SAVES  MY  TIME 


• Directions  on  how  to  mix  and  feed  S-M-A 
can  he  explained  to  the  mother  and  nurse 
in  two  minutes. 


• S-M-A  is  more  easily  digested  hy  the 
normal  infant  because  of  the  all-lactose 
carbohydrate  and  the  unique  S-M-A  fat. 

• With  S-M-A  nothing  is  left  to  chance.  All 
the  vitamin  requirements,  except  ascorbic 
acid,  together  with  additional  iron  are 
included  in  S-M-A  in  the  proper  balance, 
ready  to  feed. 


• S-M-A  fed  infants  compare  favorably 
with  breast-fed  infants  in  growth  and 
development. 


#01! 


*S‘M-A,  a trade  mark  of  S.M.A.  Corporation,  for  its  brand  of  food  especially  prepared  for  infant  feeding — derived  from 
tuberculin-tested  cow's  milk,  the  fat  of  which  is  replaced  by  animal  and  vegetable  fats,  including  biologically  terted  cod 
liver  oil,  with  the  addition  of  milk  sugar  and  potassium  chloride;  altogether  forming  an  antirachitic  food.  When  diluted 
according  to  directions,  it  is  essentially  similar  to  human  milk  in  percentages  of  protein,  fat,  carbohydrate  and  ash,  in  chemical 
constants  of  the  fat  and  physical  properties. 


S.  M.A.  CORPORATION  * 8100  McCORMICK  BOULEVARD  • CHICAGO,  ILLINOIS 


MEAD  JOHNSON  ft 

EVANSVILLE.  INOIANA.  U 


■■ 


tablets  — k &HAIMS  06®  MO. 


BREWERS 

YEAST 

TABLETS 


THIAMINE 
RIBOFLAVIN 
NICOTINIC  ACID 


and  other  known  factors  of  the 

VITAMIN  B COMPLEX 


MEAD’S  BREWERS  YEAST  TABLETS  • Each  Mead’s  Brewers  Yeast 

Tablet  contains  not  less  than  .06  mg.  thiamine  (vitamin  Bj),  .02  mg.  ribo- 
flavin (vitamin  G),  and  15  mg.  nicotinic  acid,  together  with  other  factors  of 
the  vitamin  B complex  commonly  occurring  in  brewers’  yeast. 

MEAD’S  BREWERS  YEAST  POWDER  • Each  gram  (V2  teaspoon)  supplies 
not  less  than  .18  mg.  thiamine,  .06  mg.  riboflavin,  and  .40  mg.  nicotinic 
acid.  For  infants,  Mead’s  Brewers  Yeast  Powder  can  be  shaken  up  in  a 
bottle.  For  the  older  child,  the  product  may  be  shaken  up  with  milk  in 
an  ordinary  malted  milk  shaker,  with  or  without  cocoa. 

Mead’s  Brewers  Yeast  is  nonviable  and  is  vacuum-packed  to  prevent  oxidation. 

Packed  in  brown  bottles  and  sealed  cartons  for  greater  protection. 


MEAD  JOHNSON  & COMPANY,  EVANSVILLE,  INDIANA,  U.  S.  A. 
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• The  Army’s  carefully  planned  routine  soon  enables 
the  rookie  to  put  in  a full  day  at  “double  time”  with- 
out ill  effects.  But  for  the  civilian  “double  time” 
living  often  results  in  faulty  health  habits  which  you 
as  a physician  are  called  upon  to  correct. 


LET’S  CO!  DOUBLE  TIME 


^ hen  constipation  exists  consider  the  advantages 
of  Petrogalar*  as  an  aid  in  the  restoration  of  normal 
bowel  movement.  Its  pleasant  taste  and  gentle,  con- 
sistent action  are  acceptable  to  even  the  “fussiest” 
patients. 

Petrogalar  is  available  in  five  different  types  to 
afford  a choice  of  medication  best  suited  to  the 
individual  patient. 


FOR  THE  TREATMENT  OF  CONSTIPATION 

Petrogalar 


•Reg.  U.  S.  Pat.  Off.  Petrogalar  is  an  aqueous  suspension  of  pure 
mineral  oil  each  100  cc.  of  which  contains  65  cc.  pure  mineral  oil 
suspended  in  an  aqueous  jelly  containing  agar  and  acacia. 


Petrogalar  Laboratories,  Inc. 


8134  McCormick  Boulevard 


Chicago,  Illinois 


Ill 


• EXCEPTIONALLY  CLEAR 

In  pernicious  anemia,  Liver  Extract  in  adequate  dosage  will  produce  a 
prompt  reticulocyte  response  and  hematologic  recovery.  Once  dosage 
requirements  have  been  established  and  the  blood  picture  returned  to 
normal,  administration  may  be  reduced  to  two-  or  three-week  intervals. 

Concentrated  Liver  Extract  Squibb  (15  units  injectable  per  cc.)  offers  the 
advantages  of  being  low  in  total  solids,  and  exceptionally  clear  and  light 
colored.  Its  high  concentration  affords  low  dosage  volume  and  may  save  the 
patient  considerable  discomfort.  Furthermore,  cost  of  maintenance  is  appre- 
ciably less  than  with  effective  doses  of  liver  principle  given  orally.  It  is 
available  in  3xl-cc.  vial  packages  and  in  5-cc.  and  10-cc.  vials. 

Liver  Extract  Squibb  is  a sterile,  aqueous  solution,  obtained  from  edible 
liver.  Both  the  regular  and  concentrated  potencies  are  standardized  on  the 
basis  of  the  hematopoietic  response  in  pernicious  anemia  as  defined  by  the 
U.S.P.  Anti-Anemia  Preparations  Advisory  Board.  This  Board  has  ruled 
that  at  present  a strength  greater  than  1 5 units  per  cubic  centimeter  will  not 
be  assigned  to  a preparation  because  of  the  possibility  of  loss,  during  the 
concentration  process,  of  unknown  factors  of  value  in  the  treatment  of 
patients  with  pernicious  anemia.* 

Solution  Liver  Extract  Squibb  (3-3  units  injectable  per  cc. ) is  especially 
prepared.  It  is  not  made  by  diluting  Concentrated  Liver  Extract.  It  is  avail- 
able in  10-cc.  vials. 

* N.  N.  R.  1941,  p.  328. 

For  literature  address  Professional  Service  Department,  745  Fifth  Are.,  Neiv  York,  N.  Y. 


E RiSqjjibb  Si  Sons 

Manufacturing  Chemists  to  the  Medical  Profession  Since  1858 


TWO  POTENCIES 

3.3  units  (injectable)  per  cc. 
15  units  (injectablej  per  cc. 
Preservative — 0.5  per  cent  phenol 
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Interested  in 

CIGARETTE  ADVERTISING? 

Words,  claims,  clever  advertising  do  sell 
plenty  of  products.  But  obviously  they  do  not 
change  the  product  itself. 

That  Philip  Morris  are  less  irritating  to  the 
nose  and  throat  is  not  a claim.  It  is  the  result  of 
a difference  in  manufacture,  proved * advan- 
tageous over  and  over  again. 

But  why  not  make  your  own  tests  ? Why  not 
try  Philip  Morris  on  your  patients  who  smoke, 
and  confirm  the  effects  for  yourself. 

Philip  Morris 

Philip  Morris  & Co.,  Ltd.,  Inc. 

119  Fifth  Avenue,  N.  Y. 


* Laryngoscope,  Feb.  1935,  Vol.  XLV,  No.  2,  149-154 
Laryngoscope,  Jan.  1937,  Vol.  XLVII,  No.  1,  58-60 


TO  PHYSICIANS  WHO  SMOKE  A PIPE:  We  suggest  an  un- 
usually fine  new  blend — Country  Doctor  Pipe  Mixture.  Made  by  the 
same  process  as  used  in  the  manufacture  of  Philip  Morris  Cigarettes. 
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N ANTIQUE  TANKARD  or  modern 


gloss  there's  nothing  to  compare  with 
Narragansett's  FINER  FLAVOR  OF 
SEEDLESS  HOPS. 


FAMOUS 


r0/ph 

LAGER 


NARRAGANSETT  BREWING  COMPANY 


CRANSTON,  R.  I. 


E.  P.  Anthony,  Inc. 

DRUGGISTS 


1T8  Angell  Street  Providence,  R.  I. 


Curran  & Burton,  Inc. 
GENERAL  MOTORS  HEATING  EQUIPMENT 

COAL  OIL 

TURKS  HEAD  BUILDING.  PROVIDENCE-GA.  8123 
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AIR-BORNE  BACTERIA 
and  CROSS  INFECTION 


The  effectiveness  of  the  2537A  band 
of  ultraviolet  in  reducing  air-borne 
pathogenic  bacteria  is  now  a scien- 
tific fact.  In  the  practical  applica- 
tion of  this  germicidal  ray,  the  Bur- 
ton ULTRAVIOLET  AIRADIATOR 
with  its  numerous,  (patent  applied 
for),  exclusive  features,  is  making  a 
vital  contribution  in  the  fight  against 
disease  and  its  costly  aftermath. 
The  benefits  of  the  ULTRAVIOLET 
AIRADIATOR  are  being  demon- 
strated ...  in  professional  offices,  in 


hospitals,  operating  rooms,  clinics, 
nurseries  and  other  indoor  gather- 
ing places. 

Now  you  and  your  patients  may 
also  avail  yourselves  of  the  protec- 
tive aid  against  air-borne  bacteria 
and  cross  infection,  which  the 
ULTRAVIOLET  AIRADIATOR  af- 
fords. Your  dealer  will  be  glad  to 
show  you  pertinent  clinical  data. 
He  will  also  be  pleased  to  demon- 
strate the  ULTRAVIOLET  AIRADI- 
ATOR to  you.  Ask  him  to  do  so  to-day. 


BURTON 


Physicians-Surgeons 
Medical  and  Hospital 
Supplies 


s 


MITH-HOLDE 
COMPANY 


N 


Hospital  Beds- Wheel 
Chairs-Trusses-Belts 
Supports-Sick  Room 
Supplies 


624  Broad  Street 
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THE  NEW  APPROACH  TO  ADJUSTMENTS  IN 


H ygiene 


• The  new  oppor- 
tunity for  patients’ 
cooperation 

• The  value  of 
keeping  special 
case  histories 


THE  relationship  of  nicotine  intake  to  cer- 
tain sub-clinical  symptoms  is  of  interest 
to  the  physician. 

Time  was  when  clinical  observation  in  such 
cases  was  difficult.  Patients  were  reluctant  to 
fall  in  with  limitations  on  smoking. 

Now  your  recommendation  of  slow-burning 
Camels*  is  a simple  step  towards  securing  this 
cooperation.  Millions  have  found  an  added 
"pleasure  factor”  in  Camel’s  special  mildness 
and  unusually  fine  taste. 


In  anticipation  of  more  accurate  data  when 
adjusting  smoking  hygiene,  we  suggest  that 
you  keep  a separate  file  of  these  case  histories. 
This  may  lead  to  interesting  conclusions. 

★ 

* The  Military  Surgeon,  Vol.  89,  No.  1,  p.  5,  July,  1941 
J.A.M.A.,  93:1110— October  12,  1929 
Bruckner,  H.  — Die  Biochemie  des  Tabaks,  1936 

★ 

"THE  CIGARETTE,  THE  SOLDIER,  AND  THE 
PHYSICIAN,”  The  Military  Surgeon,  July,  1941.  Re- 
print available.  Write  Camel  Cigarettes,  Medical  Rela- 
tions Division,  1 Pershing  Square,  New  York  City. 
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During  the  past  four  years,  the  Hood  Company  has 
invested  over  $3,000,000  on  improvements  in  its  New 
England  milk  plants.  We’ve  stainless  steel  equipment  . . . 
hermetically  sealed  automatic  pasteurizers.  In  fact,  we’ve 
just  about  every  modern  improvement  available  for  the 
safeguarding  of  the  milk  recognized  throughout  New 
England  for  its  uniform  purity  — Hood's. 

H.  P.  HOOD  & SONS 

135  HARRIS  AVE.,  PROVIDENCE,  R.  I. 


Serving  New  Englanders  Since  1846 
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THE  ART  OF  DOING  THINGS  WELL 


There  is  one  department  in  the  Lilly  organization  where  no 
one  knows  much  about  drugs,  where  there  are  no  machines  for 
making  pills  or  tablets,  and  where  not  a piece  of  chemical 
apparatus  can  be  found.  This  is  the  printing  plant  for  Lilly 
labels,  Lilly  literature,  and  one  of  the  biggest  jobs  of  all — the 
Physician’s  Bulletin.  Here  information  from  the  scientific  staff  is 
prepared  for  distribution  in  both  Americas  and  as  far  away 
as  South  Africa — information  for  medical  men,  the  allied  pro- 
fessions, and  no  others. 
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THE  MEDICAL  EXAMINER  SYSTEM  IN 
RHODE  ISLAND 

Alan  R.  Moritz,  M.D.* 


The  recent  sudden  withdrawal  of  a large  propor- 
tion of  the  physicians  of  this  country  from  civilian 
practice  makes  it  imperative  for  those  who  remain 
to  survey  their  rapidly  mounting  responsibilities 
with  a view  to  making  such  readjustments  as  may 
be  necessary  for  the  continuance  of  certain  essen- 
tial medical  services.  The  current  need  for  every- 
one to  make  his  efforts  count  the  most  requires  first 
that  an  inventory  of  civilian  needs  be  taken  and 
second  that  an  attempt  he  made  to  satisfy  those 
needs  with  the  greatest  possible  efficiency.  One 
important  form  of  public  medical  service  that  is 
already  threatened  by  the  shortage  of  qualified  phy- 
sicians is  that  discharged  by  the  office  of  medical 
examiner. 

What  are  the  essential  public  services  for  which 
the  office  of  medical  examiner  is  responsible?  The 
protection  of  public  welfare  requires  a type  of 
medical  service  which  will  insure  ( 1 ) that  deaths 
by  homicide  will  not  escape  recognition,  (2)  that 
all  pertinent  medical  evidence  hearing  on  the  cir- 
cumstances and  manner  in  which  deaths  by  homi- 
cide have  occurred  will  be  obtained,  and  (3)  that 
deaths  which  have  resulted  from  preventable  haz- 
ards to  public  health  will  he  investigated.  What 
aspects  of  the  medical  examiner  system  as  it  is 
presently  constituted  in  Rhode  Island  militate 
against  the  achievement  of  these  desiderata? 

It  should  be  borne  in  mind  that  the  medical  ex- 
aminer system  was  infinitely  superior  to  that  of  the 
county  coroner  even  in  the  original  form  in  which 
it  was  established  almost  75  years  ago  in  the  Com- 
monwealth of  Massachusetts.  Since  that  time  it  has 
undergone  progressive  modification  and  improve- 
ment as  evidenced  by  the  changes  that  were  incor- 
porated first  in  New  York  city,  later  in  Essex 


County,  New  Jersey,  and  most  recently  in  the  state 
of  Maryland.  It  is  not  inconceivable  that  still 
further  improvements  in  the  medical  examiner 
system  may  he  made. 

According  to  Section  9,  Chapter  11,  of  the  Gen- 
eral Laws  of  Rhode  Island,  “When  a medical  ex- 
aminer has  notice  that  there  has  been  found  or  is 
lying,  within  his  district,  the  body  of  a person  who 
is  supposed  to  have  come  to  his  death  by  violence, 
he  shall  forthwith  repair  to  the  place  where  such 
body  lies  and  take  charge  of  the  same ; and  if,  on 
view  thereof  and  personal  inquiry  into  the  cause 
and  manner  of  the  death  he  deems  a further  exam- 
ination necessary,  he  shall,  upon  being  thereto 
authorized  in  writing  by  the  attorney  general,  or 
by  the  mayor  of  the  city  or  president  of  the  town 
council  where  such  body  lies,  make  an  autopsy  . . .” 

There  are  two  serious  defects  in  this  law.  One 
is  that  it  is  unwisely  restrictive  in  its  definition  of 
the  kinds  of  death  to  he  investigated,  and  the  other 
is  that  it  denies  the  medical  examiner  the  right  to 
decide  to  what  extent  his  medical  investigation  shall 
he  pursued. 

By  restricting  medico-legal  investigations  to 
deaths  “supposed”  to  have  resulted  from  violence 
the  law  excludes  from  investigation  many  which 
although  they  have  occurred  under  suspicious  cir- 
cumstances and  from  obscure  causes  cannot  be  sup- 
posed to  have  resulted  from  violence.  Among  these 
there  will  be  a certain  number  that  have  resulted 
from  unnatural  causes.  They  cannot  he  investi- 
gated if  the  law  requires  that  there  be  positive 
evidence  upon  which  to  base  a supposition  of  vio- 
lence and  yet  the  very  absence  of  positive  evidence 
of  any  kind  may  constitute  an  adequate  medical 
reason  for  suspecting  that  death  may  have  been 
due  to  violence. 


*Prot’essor  of  Legal  Medicine,  Harvard  Medical  School. 
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Every  physician  knows  that  there  are  many 
forms  of  fatal  chemical  and  mechanical  injury 
that  leave  no  external  evidence  of  their  occurrence 
and  that  may  be  sustained  in  circumstances  such 
that  the  investigator  has  no  positive  knowledge 
upon  which  to  base  suspicion.  It  would  be  far 
better  in  the  interests  of  public  welfare  if  medical 
examiners  were  given  greater  latitude  in  deciding 
which  deaths  should  be  investigated.  The  New 
Jersey  statute  is  an  excellent  one  in  this  respect 
and  according  to  it,  “When,  in  the  county,  any 
person  shall  die  as  a result  of  violence  or  by  casu- 
alty or  suicide,  or  suddenly  when  in  apparent  health, 
or  when  unattended  by  a physician,  or  within  24 
hours  after  admission  to  a hospital  or  institution, 
or  in  prison,  or  in  a suspicious  or  unusual  manner, 
or  under  any  of  the  above  circumstances  in  any 
institution  located  in  the  county  maintained  in  whole 
or  in  part  at  the  expense  of  the  state  or  the  county, 
the  police  department  of  the  municipality  in  which 
he  died,  the  superintendent  or  medical  director  of 
the  institution  in  which  he  died,  or  the  physician 
called  in  attendance,  shall  immediately  notify  the 
office  of  the  chief  medical  examiner  of  the  known 
facts  concerning  the  time,  place,  manner  and  cir- 
cumstances of  the  death.  Immediately  upon  receipt 
of  such  notification  the  chief  medical  examiner,  or 
an  assistant  medical  examiner,  shall  fully  investi- 
gate the  essential  facts.  If  necessary  lie  shall  go  to 
the  dead  body  and  take  charge  thereof.” 

Attention  has  been  called  in  a preceding  para- 
graph to  the  fact  that  the  law  should  place  the  re- 
sponsibility for  authorizing  a medico-legal  autopsy 
with  the  medical  examiner  rather  than  with  a non- 
medical official.  If  a medical  examiner  is  sufficiently 
trustworthy  to  merit  holding  that  office  it  should 
be  assumed  that  he  is  sufficiently  intelligent  to  de- 
termine the  extent  to  which  it  is  necessary  to 
investigate  any  given  death  in  order  to  acquire  the 
true  facts  relating  to  it.  If  on  investigation  of  such 
a death  the  medical  examiner  is  of  the  opinion  that 
an  autopsy  should  he  performed  in  the  interests  of 
public  welfare  he  should  be  empowered  by  law  to 
proceed  on  his  own  initiative.  If  he  cannot  be 
entrusted  with  such  responsibility  he  should  not 
be  medical  examiner.  One  thing  is  certain  and  that 
is  that  the  medical  examiner  is  likely  to  be  more 
competent  to  pass  on  the  significance  of  the  medical 
evidence  and  on  the  need  for  additional  evidence 


than  is  the  mayor,  the  president  of  the  town  coun- 
cil, or  even  the  attorney  general. 

Another  serious  shortcoming  of  the  laws  of 
Rhode  Island  so  far  as  they  apply  to  the  medical 
examiner's  office  is  the  manner  in  which  they  pro- 
vide for  the  selection  of  medical  examiners.  The 
medical  examiner  system  of  Rhode  Island  is  part 
of  a spoils  system  in  that  the  law  provides  that. 
“The  attorney  general  shall  appoint  medical  ex- 
aminers . . . and  each  medical  examiner  shall  hold 
office  at  the  pleasure  of  the  attorney  general.” 
Under  this  law  the  selection  of  medical  examiners 
is  bound  to  be  influenced  to  a considerable  extent 
by  the  political  qualifications  of  the  candidates. 
With  each  political  change  in  state  government  a 
certain  number  of  experienced  examiners  are  al- 
most sure  to  be  replaced  by  persons  who  are  both 
inexperienced  and  incompetent.  There  has  been  a 
growing  recognition  throughout  the  country  of  the 
fact  that  public  servants  whose  duties  are  technical 
and  non-policy  forming  should  be  selected  under 
some  form  of  the  merit  system.  Only  in  this  way 
is  it  possible  to  avoid  those  periodic  dislocations  of 
highly  specialized  public  service  that  are  bound  to 
occur  if  the  selection  of  persons  responsible  for 
such  services  is  based  on  their  political  rather  than 
on  their  professional  qualifications. 

There  are  two  ways  by  which  the  merit  system 
may  he  applied  to  the  selection  of  medical  exam- 
iner. One  is  by  making  such  appointments  from  a 
classified  civil  service  list  on  a basis  of  competitive 
examination  and  the  other  is  by  requiring  that 
appointments  be  made  by  a self-perpetuating  non- 
political commission  of  experts.  The  former  system 
is  employed  in  the  city  of  New  York  whereas  the 
latter  is  employed  for  the  selection  of  medical  ex- 
aminers in  the  state  of  Maryland.  Each  system  has 
its  merits  and  faults  but  either  system  is  infinitely 
preferable  to  the  system  currently  in  operation  in 
Rhode  Island. 

An  effective  medical  examiner  system  must  pro- 
vide for  two  types  of  investigators.  One  should 
be  a district,  county,  or  local  examiner  who  is  re- 
sponsible for  the  initial  phase  of  the  investigation 
of  any  death  thought  to  be  medico-legal.  It  should 
be  required  that  all  deaths  meriting  investigation 
should  be  reported  to  him  for  certification.  He 
should  acquire  such  information  as  he  considers 
pertinent  and  should  view  the  body.  If  in  his 
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opinion  or  in  the  opinion  of  the  attorney  general 
an  autopsy  should  he  performed  it  should  be  re- 
quired by  law  that  a competent  pathologist  be  called. 
The  medical  examiner  system  of  Rhode  Island 
should  provide  for  at  least  one  official  medico-legal 
pathologist  and  as  many  district  or  county  medical 
examiners  as  are  necessary  to  conduct  preliminary 
investigations. 

At  present  the  laws  of  Rhode  Island  require  the 
appointment  of  31  medical  examiners  and  3 asso- 
ciate medical  examiners.  This  would  indicate  that 
there  is  in  the  neighborhood  of  one  examiner  for 
each  21,000  inhabitants.  The  death  rate  in  New 
England  is  approximately  11  per  1000  so  that  the 
average  annual  number  of  deaths  per  medical  ex- 
aminers’ jurisdiction  in  Rhode  Island  is  probably 
in  the  vicinity  of  230  per  year.  If  the  medical 
examiners  of  Rhode  Island  restrict  their  investi- 
gations to  deaths  of  persons  supposed  to  have  died 
of  violence  the  average  number  of  investigations 
per  medical  examiner  should  he  about  23. 

It  can  be  assumed  that  the  greater  the  experience 
of  any  individual  medical  examiner  and  the  more 
frequently  he  is  called  upon  to  conduct  medico-legal 
investigations  the  more  likely  he  is  to  be  proficient 
in  his  work.  This  being  the  case,  it  would  appear 
that  the  medical  examiner  service  of  Rhode  Island 
would  he  discharged  more  effectively  if  there  were 
fewer  medical  examiners.  In  communities  in  which 
medical  examiners  serve  on  a full-time  basis  it  has 
been  found  that  one  examiner  per  200,000  is  re- 
quired. Four  full-time  examiners  could  in  all  prob- 
ability provide  adequate  service  for  the  state  of 
Rhode  Island.  One  full-time  medical  examiner’s 
pathologist  and  10  part-time  county  or  district 
examiners  could  undoubtedly  provide  a more  effi- 
cient and  less  expensive  service  than  is  now  avail- 
able. 


FLUID  ADMINISTRATION 

Russel  O.  Bowman,  Ph.D.* 

Research  Biochemist,  Rhode  Island  Hospital 

The  human  body  is  a complex  mixture  of  water, 
salts  and  organic  substances  maintained  in  form  by 
rigid  structural  units  and  covered  with  a relatively 
waterproof  coating.  In  the  presence  of  a variable 
environment  with  extremes  of  temperature,  cloth- 
ing, air  currents,  food,  drugs  and  disease,  the  main- 
tenance of  fluid  and  electrolyte  balance  within  the 
normal  limits  of  health  is  a remarkable  process. 
Fortunately  the  body  possesses  many  physiological 
mechanisms  for  the  maintenance  of  this  balance 
and  only  rarely  is  medical  aid  necessary  as  a sup- 
plement. Like  all  medical  treatment,  replacement 
therapy  must  he  on  a sound  physiological  basis  or 
definite  harm  will  result. 

Body  Water 

Any  discussion  of  fluid  therapy  must  be  primarily 
a study  of  body  water.  Peters  of  Yale  has  an  ex- 
cellent book  on  this  subject.1  Body  tissues  vary 
from  20%  water  in  fat  to  99%  in  spinal  fluid. 
Blood  plasma  has  92%  water  and  whole  blood 
about  80%. 

Figure  1 


Average  Water  Content  ofTissves 

7. 
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1 1 * Water  HI  - Solids 

A rough  average  is  that  three-quarters  of  body 
weight  is  water,  or  a normal  70  Kg.  man  contains 
about  50  quarts  of  water.  This  water  is  divided  in 
two  phases  generally  spoken  of  as  intracellular 

*Delivered  before  the  monthly  meeting  of  the  W.  W. 
Keen  Club,  Sept.  14,  1942. 
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water  (75%)  and  extracellular  water  (25%  ).  The 
latter  may  he  again  divided  into  intercellular  water 
of  the  tissues  (17%  ) and  intravascular  water  of  the 
blood  (8%).  Thus  our  average  normal  man  will 
have  about  35  liters  of  intracellular  water,  10  liters 
of  intercellular  water  and  about  5 liters  in  his  vascu- 
lar system. 

Figure  2 
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1 ^ = 1 Gallon,  per  150  lbs. 
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Body  water  is  increased  every  24  hours  by  inges- 
tion of  fluids  (1000  c.c.),  by  the  water  content  of 
ingested  solids  (1000  c.c.),  and  by  the  water  pro- 
duced as  a byproduct  of  food  oxidation  (500  c.c.). 


Figure  3 

Normal  24  Hr.  Water  Balance 
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Body  water  is  decreased  every  24  hours  by  the 
excretion  of  urine  (1000  c.c.),  secretion  of  sweat 
(1000  c.c.),  loss  in  expired  air  (350  c.c.),  and  loss 
in  feces  (150  c.c.).  Thus  we  see  that  normally 
about  2500  c.c.  of  water  are  added  to  and  the  same 
amount  lost  from  the  body  in  each  24  hours.  (Fig. 
3).  During  growth  there  is  water  retention  in  the 
body.  A decrease  in  intake  is  counterbalanced  by 
less  excretion  particularly  by  the  kidney,  hut  this 
mechanism  can  take  care  of  only  about  700  c.c.  of 
decrease  since  a definite  volume  is  required  for 
concentrated  excretion  of  waste  products.  W hen 
output  exceeds  intake  dehydration  will  result. 
Water  can  he  withdrawn  from  cells  for  vital  proc- 
esses, hut  a total  loss  of  about  % of  the  body  water 
is  inconsistent  with  life.  If  on  the  other  hand 
intake  is  increased  the  kidney  responds  by  ex- 
creting a dilute  urine.  Such  diuresis  can  balance 
quite  excessive  intake  for  short  periods,  but  since 
the  kidney  cannot  excrete  distilled  water  alone,  a 
dilution  of  body  electrolytes  may  occur.  When  this 
is  not  balanced  by  intake  of  salts,  water  intoxication 
and  death  may  result. 

Water  acts  not  only  as  the  fluid  medium  for 
transport  of  food  and  waste  products,  hut  because 
of  its  high  latent  heat  of  vaporization,  it  plays  an 
important  role  in  heat  regulation  of  the  body.  With 
fever  or  exercise,  sweating  will  he  increased  and 
the  excess  lost  must  be  balanced  by  intake  or  de- 
hydration may  result.  With  a fever  of  105  ' F.  the 
body  may  secrete  5 liters  of  sweat  in  24  hours  in- 
stead of  the  1 liter  of  normal  insensible  perspira- 
tion. 


Figure  4 

Osmotic  Pressure 
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Osmotic  Pressure  (Fig.  4) 

In  order  to  understand  water  balance  we  must 
discuss  the  electrolyte  and  other  substances  dis- 
solved in  the  water  and  how  these  act  with  respect 
to  the  body  and  cell  membranes.  Dilute  solutions 
of  molecules  act  like  the  molecules  of  a gas  and 
exert  a pressure  on  limiting  membranes  called 
osmotic  pressure.  Thus  a solution  of  sugar,  salt, 
or  protein,  when  confined  by  a membrane  that  will 
allow  water  but  not  the  solute  to  pass,  and  when 
surrounded  by  pure  water,  will  allow  water  to 
enter  the  solution  until  it  raises  a column  of  liquid 
equal  to  the  osmotic  pressure.  I f the  membrane  is 
permeable  to  both  solvent  and  solute  no  osmotic 
pressure  will  be  exerted  and  diffusion  of  both  will 
occur  until  the  concentrations  of  both  are  the  same 
within  and  without  the  membrane,  or  the  fluids  on 
both  sides  are  isotonic. 

How  does  this  apply  to  the  body  ? The  walls  of 
the  capillaries  are  permeable  to  salts,  glucose  and 
water  but  not  to  the  larger  molecules  of  serum 
proteins.  The  latter  exert  an  osmotic  pressure  and 
so  tend  to  draw  water  into  the  capillaries.  Blood 
pressure  within  the  capillaries  tends  to  shove  water 
out  through  the  vessel  wall.  At  the  arterial  end  of 
the  capillary  water  and  salts  are  going  out  into  the 
tissue  spaces,  but  at  the  venous  end  where  hydro- 
static pressure  is  less  than  the  osmotic  pressure, 
water  and  salts  are  entering  the  capillary.  (Fig.  5). 
Normally  this  loss  and  gain  balances.  With  a fall 
in  serum  protein  and  the  same  blood  pressure  more 
water  is  lost  than  regained  and  edema  results.  The 
picture  is  further  complicated  bv  changes  in  per- 
meability brought  about  by  tissue  damage,  tissue 
anoxia,  and  histamine,  when  the  capillary  may  be 
Figure  5 

Fluid  Exchange  in  Capillaries 

(Aft  tr  Sc  Katie,  et  al,  ~L.  txp. 
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permeable  to  protein  and  lose  its  ability  to  take  on 
water  because  osmotic  pressure  of  the  proteins  no 
longer  exists. 

Cell  membranes  of  man,  like  the  capillaries,  are 
impermeable  to  proteins,  permeable  to  most  ions 
and  small  molecules,  but  they  are  in  general  not 
permeable  to  sodium  and  potassium.  Thus  sodium 
is  found  almost  entirely  outside  cells  and  potassium 
almost  entirely  inside  cells.  For  this  reason  sodium 
salts  given  by  mouth  tend  to  stay  extracellular 
and  attract  water  out  of  the  cells,  producing  or 
aggravating  edema,  and  any  degree  of  loss  of 
sodium  from  the  body  will  cause  a similar  loss  of 
extracellular  fluid. 

Blood  Volume  (Fig.  6) 

Blood  is  the  only  phase  of  body  water  which  can 
be  used  to  study  water  balance,  unless  the  imprac- 
tical long-term  balance  studies  of  intake  and  excre- 
tion are  used.  The  total  volume  of  blood  in  the 
normal  body  can  be  determined  by  injection  of 
dyes  or  by  using  the  affinity  of  hemoglobin  for 
carbon  monoxide.  Our  70  Kg.  normal  man  has 
been  found  to  have  a total  blood  volume  of  about 
6300  c.c.  made  up  of  2800  c.c.  of  red  cells  and 
3500  c.c.  of  plasma.  When  fluid  is  injected  and 
blood  volume  raised,  the  disturbance  is  countered 
by  an  increase  in  excretion  and  passage  of  fluid  into 
tissue  spaces.  Intravenous  injection  of  a crystalloid 
isotonic  solution  changes  normal  blood  volume  only 
for  a short  while  and  restoration  is  complete  in 
about  bait"  an  hour.  Loss  of  blood  volume  as  in 
hemorrhage  is  also  balanced  by  withdrawal  of  fluid 
from  tissue  spaces  after  an  interval  of  a few  hours. 


Figure  6 

Blood  Volume 
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Other  measures  of  changes  in  intravascular  fluid 
which  are  of  use  are  red  blood  count,  hemoglobin, 
serum  proteins  and  the  volume  of  packed  red  cells 
(hematocrit).  Unlike  the  determination  of  blood 
volume  these  values  are  relative  and  not  absolute. 
Just  after  hemorrhage  the  values  for  the  above  are 
normal  though  total  blood  volume  is  reduced. 
Later  the  hemoglobin,  hematocrit  and  protein  will 
he  reduced  when  the  loss  is  replaced  by  tissue  fluids. 
In  shock  there  is  a loss  of  plasma  into  tissue  spaces. 
Blood  will  then  show  increased  hemoglobin,  red 
count  and  hematocrit  while  protein  will  he  un- 
changed. In  dehydration  due  to  water  loss  all  four 
will  he  increased.  One  must  remember  that  values 
so  obtained  are  only  relative  and  must  he  inter- 
preted against  an  often  unknown  value  before  the 
event  in  question.  If  run  at  intervals  they  are  of 
great  help  in  following  and  treating  disturbances 
of  water  balance. 

Acid-Base  Balance 

Body  energy  is  derived  primarily  from  oxida- 
tion of  food  stufifs.  Oxidation  yields  a host  of 
acidic  substances  yet  the  chemistry  of  cells  and 
fluids  is  such  that  only  the  most  minute  changes  in 
acidity  take  place.  There  are  several  mechanisms 
for  combatting  acidity : 

1 . Respiration,  where  one  of  the  chief  products 
of  oxidation  is  i liven  off  as  the  gas  CO 2. 

2.  The  buffer  systems  of  the  blood  and  tissue 
ivhich  allow  minimum  change  in  acidity  for  large 
increases  in  acid. 

3.  'The  manufacture  of  ammonia  by  the  kidney 
so  that  acids  can  be  excreted  as  ammonium  salts 
to  conserve  sodium. 

4.  The  ability  of  the  kidneys  and  sweat  glands 
to  excrete  more  acid  than  base  as  necessary. 

5.  The  ability  of  the  tissues  normally  to  oxidize 
organic  acid  by-products  or  resynthesize  them  to 
non-acidic  chemicals  ( pyruvic  acid  —*  CO 2 + H2O, 
lactic  acid  —>  glycogen ) . 

The  base  of  the  extracellular  fluids  is  mainlv 
sodium,  and  normally  the  amount  of  this  varies 
only  slightly  in  blood.  It  is  combined  mainly  with 
bicarbonate  and  chloride,  having  small  amounts 
combined  with  phosphate,  sulfate,  organic  acids 
and  proteins.  If  less  than  the  normal  amount  of 
base  is  received  by  the  body  the  kidney  saves  it 
and  excretes  ammonia  instead,  if  more  is  received 
it  is  selectively  excreted.  C )nly  when  changes  are 


very  large  are  the  mechanisms  inadequate  and 
alkalosis*  or  acidosis*  result. 

For  convenience  chemists  designate  the  degree 
of  acidity  of  a fluid  as  its  pH,  which  is  a simple 
figure,  say  7.3,  the  negative  logarithm  of  the  hydro- 
gen ion  concentration  (which  is  4.7  x 10 8 or 
0.000,000,047  for  a pH  of  7.3). 

pH  = — log  I H+] 

An  absolutely  neutral  solution  has  a pH  of  7.0, 
those  with  a pH  less  than  7.0  are  acid,  and  those 
with  a pH  greater  than  7.0  are  alkaline.  Blood  is 
always  slightly  alkaline ; even  in  severe  states  of 
acidosis  the  pH  is  greater  than  7.0. 

An  example  of  a bufifer  system  which  occurs  in 
blood  is  NaHCOs  and  H2CO3.  Chemistry  teaches 
us  that  pH  will  vary  as  the  ratio  of  the  concentra- 
tions of  the  constituents  of  a bufifer. 


r pr  4- 1 — t.-  I H A I 
IH  1 “ klBVi 

— log  [H+I  = — log  K — log 


[HA1 

[BA1 


pH  — pK  4-  log 


[BAI 


[HA  I 

(where  HA  is  the  acid  part  and  BA  the 
basic  part  of  the  bufifer  system). 
For  blood  plasma  this  becomes 


pH  = pK  + log 


INallO  h 


[H2CO3] 

The  value  of  the  constant  pK  has  been  determined 
as  6.1  so  that 

= * , + ,no.  I NaHCOal 
pH  6.1  + log  [H2Cq3] 

or  pH  equals  6.1  plus  the  logarithm  of  the  ratio  of 
blood  bicarbonate  (CO2  combining  power)  divided 
by  the  dissolved  CO2  (CO2  tension  of  the  alveolar 
air).  The  bicarbonate  bufifer  system  is  the  most 
important  of  several  systems.  For  brevity  and 
simplicity  we  will  omit  discussion  of  the  others 
and  consider  onlv  this  one. 


With  normal  pH  the  ratio 


INaHCO 

IH2CO3J 


is  approx- 


imately 


20 

1 


(Table  I ).  An  increase  in  the  numer- 


ator of  I yC* ^ will  increase  pH  and  cause  an 
lH2CU.il 

alkalosis,  and  an  increase  in  the  denominator  will 
decrease  pH  and  cause  an  acidosis.  If  we  feed 
NaHCOs  by  mouth  a change  to  an  alkalosis  should 

*Actually  here  and  in  the  following  paragraphs,  the 
correct  terms  should  be  "alkalemia'’  and  “acidemia”,  but 
“alkalosis”  and  “acidosis”  have  been  misused  enough  to 
become  common  parlance. 
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Table  I 

States  of  Acid-Base  Balance 


f>H 

cac.p. 

rj. 

Waff 

1.  Normal  Plasma 

7-4 

58 

45 

20 

2.  Alkali  Excess 

c 

7-4 

61 

50 

20 

3.  ••  n 

u 

75 

70 

45 

25 

4.  CO*  Deficit 

c 

74 

53 

40 

2D 

5.  ” 

u 

75 

59 

35 

24 

6.  Alkali  Deficit 

c 

74 

35 

24 

20 

7. 

u 

72 

25 

26 

15 

8.  C02  Excess 

c 

74 

68 

50 

20 

9.  " " 

u 

73 

70 

65 

17 

mx  pen  sated  U-  Uncompensated 


result.  Actually  the  body  compensates  slight 
changes  by  excretion  of  extra  alkali  through  the 
kidney  and  by  retaining  CO2  (H2CO3)  so  that  the 
ratio  is  not  changed  and  pH  stays  normal.  In  this 
instance  we  could  have  a high  CO2  combining 
power,  yet  a normal  pH  and  a compensated  alka- 
losis (Table  I,  number  2).  If  kidney  function 
should  be  failing,  the  result  would  be  a higher  CO2 
combining  power,  a raised  pH  and  an  uncompen- 
sated alkalosis  (Table  I,  number  3).  Since  blood 
base  (Na)  is  combined  with  HCOt  and  CL,  vomit- 
ing. by  a loss  of  free  HC1,  would  increase  combined 
CO2,  and  give  rise  to  an  alkalosis  at  first  compen- 
sated by  increased  dissolved  CO2.  later  uncompen- 
sated when  chloride  is  markedly  depleted. 

We  can  have  an  alkalosis  also  by  a respiratory 
loss  of  dissolved  CO2  as  in  hyperventilation.  At 
first  H2CO.3  will  decrease  and  be  compensated  bv 
excretion  of  some  NaHCCh  and  replacement  of 
some  by  CL  from  the  cells  (Table  I,  number  4), 
later,  compensation  will  be  exceeded  and  the  ratio 

^ ^ ^ and  pH  will  increase  (Table  I,  num- 
IH2LO3J 

ber  5).  In  the  latter  instance  we  can  have  a low 
CO2  combining  power  and  an  increased  pH  or 
alkalosis. 

Suppose  we  add  acids  to  blood  as  the  diabetic 
does  when  fat  oxidation  fails  in  the  absence  of 
insulin.  These  acids  will  require  some  base  for 


21  1 

neutralization.  Less  will  be  left  for  HCCkrand  CL. 
NaHCC>3  will  tend  to  be  lowered.  If  CO2  com- 
bining power  is  low  but  the  respiration  decreases 
H2CO3  proportionately,  pH  will  be  normal  and  we 
have  a compensated  acidosis  (Table  I,  number  6). 
Kidney  excretion  of  the  acids  as  ammonium  salts 
will  also  tend  to  conserve  base  and  prevent  acidosis. 
When  the  reserves  are  exhausted,  CO2  combining 
power  will  be  low  and  pH  low  in  an  uncompensated 
acidosis  (Table  I,  number  7).  Loss  of  base  also 
causes  dehydration. 

In  kidney  diseases  with  marked  nitrogen  reten- 
tion, the  inability  to  excrete  ammonium  salts  to 
conserve  base,  and  the  inability  to  excrete  phos- 
phates and  sulfates,  result  in  a loss  of  base  and 
also  less  base  from  the  lowered  total  to  form 
NaHCC>3.  Respiratory  decrease  of  H2CO3  can 
compensate  for  a while  but  finally  the  ratio  is  de- 
creased, pH  and  CO2  combining  power  are  low, 
and  acidosis  is  present. 

Respiratory  acidosis  may  also  occur  as  in  em- 
physema or  rebreathing.  Here  CO2  piles  up  in  the 
alveolar  spaces.  The  increased  H2CO3  of  blood  is 
compensated  by  more  combination  with  base  from 
cells  and  base  made  available  by  selective  excretion 
of  chloride  by  the  kidney  (Table  I,  number  8.  but 
the  process  may  continue  to  uncompensated  acidosis 
with  a high  CO2  combining  power,  a low  pH  and  a 

lowered  ^ )Y'w  v ^ ^ (Table  I,  number  9). 

LH2LO3J 

It  should  be  noted  that  in  the  respiratory  acidosis 
and  alkalosis,  the  CO2  combining  power  varies  in 
the  opposite  direction  to  pH  changes.  Only  in  con- 
ditions where  the  fixed  base  (Na)  is  changed  can 
CO2  combining  power  be  used  as  a measure  of 
acidosis  or  alkalosis.  Fortunately  these  are  the 
ones  most  frequently  encountered  clinically. 

Routes  for  Fluid  Administration  (Table  II) 

Man  was  intended  to  have  fluid  administered  only 
by  mouth.  When  possible  this  route  should  be  used, 
and  there  seems  little  if  any  excuse  for  giving  fluids 
by  other  routes  when  the  oral  route  will  suffice. 
Water  taken  by  mouth  is  absorbed  within  an  hour 
into  the  blood  stream.  Salts  and  food  materials 
are  absorbed  with  it  partly  by  diffusion,  partly  by 
osmotic  forces,  and  partly  by  chemical  processes 
as  in  the  absorption  of  fats.  The  intestinal  epi- 
thelium will  not  pass  unwanted  materials  such  as 
sulfates  and  leaves  unabsorbed  excess  materials  of 
the  diet  such  as  calcium.  It  seems  self-evident  that 
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such  things  as  serum  proteins  and  red  blood  cells 
can  be  of  little  value  given  by  mouth  since  they 
would  be  digested  before  absorption.  The  building 
materials  for  them  (protein  and  iron)  can  be  given 
instead  with  as  good  effect,  but  they  have  no  value 
for  emergency  treatment. 


Table  I L 

Routes  for  Giving  Fluids 


Route 

Discomfort 

Volume 

Lderj/Dij 

Concentrations 

PH 

^Uorpt.on 
Time,  Hr* 

1.  Oral 

1 0 

2-7 

/hi 

2-/3 

)i-6 

2.  Rectal 

+ + 

1-2 

Isotonic 

4-11 

1-8 

3.  Intramuscular 

+ + + 

<1 

Isotonic 

6-8 

'4-4 

4 Intraperitoneal 

+ 

1-3 

Isotonic 

6-8 

2-48 

5 Subcutaneous 

+ t 

1-3 

Isotonic 

6-8 

\-l 4 

6 InTAAvenous 

+ 

2-8 

All 

4-11 

0 

7.  Intraosseous 

2-8 

All 

4-11 

0 

Administration  of  fluid  per  rectum  is  a route 
which  has  been  neglected.  Water,  small  molecules 
and  salts  are  well  absorbed,  though  protein,  starch 
and  complex  molecules  are  not.  Because  of  diffi- 
culties with  retention  the  amounts  which  can  be 
given  are  limited.  All  food  and  water  have  been 
supplied  for  as  long  as  two  months  by  rectum,  and 
nitrogen  balance  maintained.8 

Other  more  direct  routes  are  used  when  quicker 
results  are  desired  or  when  the  oral  route  is  not  of 
use  in  vomiting,  stomach  resection,  coma,  etc. 

The  intramuscular  route  limits  the  amount  of 
fluid  given  because  of  the  relatively  small  amount 
of  intracellular  space  in  muscle.  Absorption  is 
fairly  rapid  for  diffusible  substances  with  small 
molecules.  Only  isotonic  solutions  should  be  given 
to  avoid  killing  of  the  tissues. 

Tntraperitoneally  considerably  larger  volumes 
may  be  given.  Absorption  is  still  good  for  diffusible 
molecules.  Fluids  given  this  way  must  also  be  iso- 
tonic or  nearly  so,  to  avoid  damage  to  tissues,  and 
the  technique  of  administration  may  at  times  cause 
danger  by  puncture  of  a viscus. 

The  subcutaneous  route  was  popular  several 
years  ago  and  is  still  used  extensively  in  many 
hospitals.  It  is  somewhat  more  painful  than  the 
venous  route,  and  once  again  the  fluids  given  must 
be  nearly  isotonic  to  avoid  killing  of  tissue  and 


sloughing.  Absorption  from  the  muscles,  abdom- 
inal cavity  or  subcutaneous  tissues  depends  on  cir- 
culation and  is  only  slightly  faster  than  from  the 
gastro-intestinal  tract  when  circulation  is  adequate. 
Reactions  are  much  less  apt  to  occur  than  by  the 
intravenous  route,  and  for  routine  fluid  administra- 
tion, where  time  is  not  an  important  factor,  the 
subcutaneous  route  is  probably  a second  choice  to 
oral  therapy. 

In  some  cases  where  time  is  an  important  factor, 
where  non-diffusible  substances  are  to  be  admin- 
istered, or  where  non-isotonic  solutions  are  needed, 
the  intravenous  route  must  be  used.  Veni-puncture 
is  usually  a simple  procedure,  there  is  a minimum 
of  discomfort,  absorption  is  not  a point  to  con- 
sider, and  with  modern  norwpyrogenic  solutions 
intravenous  fluid  therapy  has  become  quite  the 
style.  \\  ide  ranges  of  temperature,  pH.  and  con- 
centration can  he  given  at  rates  of  less  than  50 
drops  per  minute  without  difficulty.  The  dangers 
of  intravenous  fluid  therapy  are  few  but  not  un- 
important, the  chief  ones  being  the  kind  of  fluid 
to  give  and  the  amount  to  give,  as  we  shall  see  later. 

Recently  Tocantins  and  others  at  Jefferson  Med- 
ical College"  have  advocated  infusions  via  the  bone 
marrow,  using  the  sternum  in  adults  and  the  tihia 
or  femur  in  children.  When  venipuncture  is  diffi- 
cult this  route  may  have  an  important  place.  Non- 
diffusible  constituents  such  as  red  cells  or  plasma 
proteins  can  be  given.  Aphysiological  variations 
in  concentrations  of  crystalloids  or  in  pH  should 
be  avoided  bv  this  route. 

Types  of  Fluids 

IF uter — Can  be  used  as  distilled  water  or  as  tap 
water.  Either  may  be  given  orally  or  rectally  but 
should  not  be  used  by  other  routes. 

Beverages — These  include  tea,  coffee,  milk,  fruit 
juices,  heer,  wines  and  distilled  liquors.  The  last, 
though  sometimes  low  in  actual  water  content, 
will  supply  more  than  their  original  volume  of 
water  when  oxidized.  The  use  of  this  group  is 
almost  exclusively  oral,  though  some  of  them 
can  lie  given  rectally. 

Crystalloids  in  zvater  solution  — The  various 
strengths  of  salt  and  of  sugar  solutions  are  made 
particularly  for  parenteral  administration.  Such 
salt  solutions  as  sodium  and  magnesium  sulfates 
are  used  orally.  Sulfates  do  not  pass  the  intes- 
tinal epithelium  and  so  attract  water  into  the 
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intestine  and  act  as  cathartics,  with  resultant 
dehydration  of  the  body.  Sodium  chloride  solu- 
tions can  be  given  by  mouth  with  good  absorp- 
tion but  they  are  usually  made  for  injection. 
0.85%  to  0.90%  NaCl  is  isotonic  with  blood, 
and  a neutral  solution.  When  injected  intrave- 
nously it  causes  a temporary  increase  in  blood 
volume,  within  a half  hour  diffuses  out  into 
tissue  spaces.  Unless  a lack  of  it  is  present,  it  is 
excreted  slowly,  and  until  balance  is  attained  it 
increases  interstitial  fluid.  Large  amounts  will 
cause  visible  edema.  Concentrations  of  NaCl  as 
low  as  0.3%  may  be  given  by  vein.  Such  a solu- 
tion is  hypotonic.  Since  more  water  than  salt 
is  given,  it  supplies  water  to  combat  dehydration, 
plus  the  small  amount  of  salt.  It  acts  as  a greater 
stimulus  to  the  kidney  than  isotonic  sodium 
chloride,  has  less  tendency  to  form  edema.  Con- 
centrations as  high  as  25%  are  also  given.  These 
are  hypertonic  solutions.  In  the  veins  they  tend 
to  draw  water  into  the  blood,  until  diffusion 
lowers  the  salt  concentration,  and  thus  they  de- 
hydrate tissues  and  stimulate  kidney  excretion. 
Both  effects  are  temporary  and  eventually  the 
salt  diffuses  into  interstitial  spaces  where  it  with- 
draws water  from  the  cells  which  it  cannot  enter. 
Various  modifications  of  the  isotonic  sodium 
chloride  solution  have  been  made  to  include  other 
salts  present  in  the  body.  Ringer's  solution  is  a 
good  example,  containing  magnesium,  calcium  and 
potassium  salts  as  well  as  sodium  chloride  and 
bicarbonate,  in  isotonic  solution.  In  the  living  body 
such  additions  are  not  necessary  though  they  are 
essential  for  perfusion  of  isolated  surviving  tissues. 

Salt  solutions  with  special  uses  include  the  bicar- 
bonate and  other  alkalinizing  solutions  for  treat- 
ment of  acidosis,  and  the  acidifying  solutions  for 
diuresis  and  treatment  of  alkalosis.  A 5%  solution 
of  NaHCOs  is  isotonic  with  blood.  As  pointed  out 
above,  its  use  will  supply  a lack  of  CCL  combining 
power  (NaHCOs)  in  the  blood  and  directly  com- 
bat an  acidosis.  Other  alkaline  solutions  of  impor- 
tance are  Darrow’s,  which  is  a mixture  of  hydro- 
chloric acid  and  sodium  carbonate  giving  an  iso- 
tonic solution  of  NaHCCE  and  NaCl,  and  M/6 
sodium  lactate  which  is  isotonic.  The  latter  sup- 
plies base  for  combination  with  CO2  because  the 
lactate  part  of  the  molecule  can  be  oxidized  by  the 
body. 


Because  protein  has  a greater  water-holding 
capacity  at  alkaline  pH,  acid  salts  are  used  to  get 
rid  of  edema.  Examples  are  ammonium  chloride 
and  calcium  chloride.  The  latter  can  be  used  only 
in  small  amounts  by  vein  with  little  effect  and  these 
are  usually  given  bv  mouth.  Hydrochloric  acid 
can  be  given  in  dilute  solution  by  vein  but  it  is 
seldom  used. 

Sugar  solutions  are  the  second  example  of  crys- 
talloids in  water.  5%  dextrose  is  isotonic  with 
blood  and  tissue  fluid,  and  is  the  most  commonly 
used  of  this  class.  Dextrose  solutions  diffuse  some- 
what more  slowly  than  saline  solutions,  and  after 
oxidation  of  the  dextrose,  supply  water  only.  They 
do  not  form  edema,  and  when  dehydration  is  absent 
the)-  cause  marked  diuresis  to  excrete  the  water 
given.  Hypotonic  glucose  solutions  are  not  used 
but  hypertonic  solutions  are.  The  latter  will  draw 
water  from  tissues  into  blood  more  than  hypertonic 
saline  solutions,  because  of  their  slower  diffusion, 
and  will  cause  water  to  be  excreted  when  the  dex- 
trose is  oxidized,  while  saline  tends  to  keep  water 
in  the  intercellular  spaces.  Hypertonic  sucrose 
solutions  have  a more  lasting  effect  than  dextrose 
solutions  because  the  sucrose  is  not  oxidized  but 
must  be  excreted  by  the  kidney. 

Dextrose  solutions  are  also  used  because  they 
supply  carbohydrate  food,  and  spare  fat  oxidation 
which  gives  rise  to  acetone  bodies,  when  oral  food 
is  not  given. 

Mixtures  of  saline  and  dextrose  act  as  each 
would  separately.  Thus  a 5%  dextrose  in  0.85% 
saline  solution,  which  is  hypertonic,  will  tempo- 
rarily draw  water  into  the  blood  to  dehydrate  the 
tissues  and  in  time  it  will  cause  an  increase  in 
interstitial  fluid  as  well  as  increased  kidnev  excre- 
tion of  water.  Solutions  of  amino  acids  have  been 
used  to  supply  protein  building  materials.  By  vein 
they  help  to  restore  nitrogen  balance  in  a fasting 
individual  but  they  do  not  raise  serum  proteins 
appreciably. 

Non-crystalloid  substances  in  water — This  group 
of  non-diffusible  substances  are  administered 
ahtiost  exclusively  by  vein,  and  help  to  draw 
water  into  the  blood,  or  supply  a lack  of  some 
intravascular  constitment  such  as  red  blood  cells. 
Though  we  have  spoken  of  isotonicity  of  crystal- 
loids they  exert  no  osmotic  pressure  on  body  mem- 
branes unless  the  membranes  are  semi-permeable. 
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The  proteins  of  blood  plasma  ordinarily  cannot 
pass  the  capillary  wall  and  so  exert  an  osmotic 
pressure  which  counterbalances  the  blood  pressure 
and  keeps  the  blood  fluid  within  the  vessels.  Solu- 
tions of  gelatin  and  of  acacia  in  saline  exert  an 
osmotic  pressure  on  capillary  walls  and  have  been 
used  to  restore  water  to  the  vascular  tree  from 
tissue  spaces.  Both  of  these  have  been  developed 
to  the  stage  where  the  former  troublesome  toxicities 
have  been  avoided  and  they  have  a place  in  ther- 
apy.10 The  ideal  substance  to  use  is  human  plasma, 
which  is  non-toxic  if  properly  prepared,  and  will 
draw  water  into  the  blood  stream  by  increasing  the 
osmotic  pressure  of  the  blood.  Both  citrated  plasma 
and  serum  from  clotted  blood  are  in  general  use 
today. 

Plasma  diluted  with  saline,  when  injected  will 
not  raise  osmotic  pressure  unless  it  is  extremely 
low,  and  the  saline  will  tend  to  pass  into  tissue 
spaces.  It  could  be  used  to  supply  protein  for  re- 
placement. but  would  only  aggravate  edema. 

Concentrated  plasmas,  developed  by  the  dehy- 
dration of  plasma  to  a powder,  and  resolution  in 
less  than  the  original  volume  of  water,  act  best  to 
raise  osmotic  pressure  of  the  blood  and  withdraw 
water  into  the  vascular  tree. 

Bovine  plasma  has  been  tried  intravenously  on 
animals11  hut  it  is  quite  toxic  and  as  such  cannot 
he  used  for  humans.  From  ahbatoirs  several  mil- 
lions of  gallons  of  blood  per  year  could  be  collected, 
and  investigations  by  Cohn  of  Harvard  and  others12 
indicate  that  we  may  he  able  to  use  part  of  this 
material.  Serum  or  plasma  proteins  are  of  two 
general  classes,  albumins  and  globulins.  The  albu- 
mins have  smaller  molecules  and  therefore  exert 
greater  osmotic  pressures  per  unit  of  weight  than 
the  large  molecules  of  globulins.  Preliminary  ex- 
periments show  that  the  globulins  are  the  cause  of 
all  anaphylactoid  reactions  to  serum  of  other  spe- 
cies, while  the  albumins  are  non-toxic.  Methods 
of  separation  are  difficult  but  not  impossible,  and 
quite  possibly  we  may  soon  be  using  solutions  of 
bovine  albumin  in  water  in  place  of  our  present 
human  plasma. 

Transfusions  of  whole  blood  must  he  mentioned 
to  complete  our  examples  of  parenteral  fluids.  Here 
we  give  the  cellular  elements  of  the  blood  as  well 
as  the  proteins,  and  so  are  able  to  combat  hemor- 
rhagic tendencies,  treat  anemias  and  leukopenias 


when  they  are  present,  as  well  as  treat  disturbances 
of  water  balance  when  plasma  is  not  available. 

What  Fluids  To  Use  (Table  III) 

Let  us  take  a few  illustrative  examples  of  the 
uses  of  fluids : 

A diabetic  w deep  coma  will  require  insulin 
therapy  hut  also  fluid  therapy.  During  the  develop- 
ment of  coma  there  has  been  a loss  of  base  from 
the  body  because  of  acetone  body  formation  in 
excess  of  the  normal,  and  with  this  base  water  has 
been  lost.  In  the  severe  case  base  has  been  excreted 
from  the  blood  after  the  kidney  ability  to  form 
ammonia  to  conserve  base  had  been  exceeded. 
Sodium  chloride  has  moved  into  the  blood  stream 
from  tissue  spaces,  along  with  water,  and  water 
has  moved  out  of  cells  partly  because  of  the  acidosis 
which  decreases  the  water-holding  power  of  the 
cell  proteins,  but  also  to  supply  the  loss  of  w’ater 
from  intercellular  spaces,  caused  by  the  hyper- 
tonicity of  the  blood  (high  concentration  of  sugar 
and  serum  proteins).  Both  intracellular  and  extra- 
cellular water  are  decreased  and  blood  volume  is 
low.  We  would  give  isotonic  saline  in  large  amounts 
to  supply  both  base  and  water  or  we  might  give 
some  5%  sodium  bicarbonate  with  the  saline  to 
directly  improve  the  acidosis.  Especially  with  a 
failing  circulation  large  amounts  of  alkali  are  dan- 
gerous, because  they  can  give  rise  to  pulmonary 
edema  and  cardiac  edema.  M/6  sodium  lacate  is 
somewhat  safer  though  its  effect  on  acidosis  is 
delayed  until  oxidation  takes  place.  Some  people 
have  suggested  the  use  of  plasma  to  restore  the 
blood  volume,  but,  unless  infection  or  malnutrition 
have  lowered  serum  proteins,  this  hardly  seems 
indicated.  There  is  quite  enough  sugar  already 
present  so  none  need  he  given.  Definitely  contra- 
indicated are  all  hypertonic  solutions  including  5% 
dextrose  in  physiological  saline.  For  the  severe 
case,  during  the  first  24  hours  at  least  3000  c.c.  of 
physiological  saline  and  at  least  500  c.c.  of  M/6 
sodium  lactate  should  he  given  as  well  as  adequate 
insulin  to  lower  the  blood  sugar.  Laboratory  con- 
trol of  therapy,  if  it  is  available,  should  include 
initial  blood  sugar,  B.U.N.  or  N.P.N.,  serum  pro- 
teins, sodium  chloride  and  CO2  combining  power, 
with  the  abnormal  ones  repeated  until  they  are 
compensated.  Should  serum  proteins  he  low,  or 
heart  failure  be  a factor,  part  of  the  sodium  solu- 
tions will  have  to  he  replaced  by  5%  glucose  in 
water,  hypotonic  saline,  or  plasma. 
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THE  USE  OF  FLUIDS 


Kind 

Route 

Effect 

ON 

Blood 

Volume 

Effect  on 
Interstitial 
Fluid 
(Edema 
Formation) 

Effect 

on 

Dehydration 

Effect 

on 

KlDNEr 

Output 

Effect 

ON 

Acid-Base 

Balance 

Effect 

ON 

Nitrogen 

Balance 

WATER 

PO. 

■f*  0 

0 

— 

+ 4- 

0 

0 

0-9'/.  NaCI 

I.V 

+ 0 

4 

— 

+ - 

0 

0 

57.  DEXTROSE 

I.V. 

4 0 

0 

— 

+ 

4 

4 

57.  DEXTROSE  IN  Of/.  NaCI 

I.V. 

4 0 

4 

4 

- + 

4 

4 

107.  t.  507.  DEXTROSE 

I.V. 

4 + 

— 

+ + 

+ 

4 

4 

507.  SUCROSE 

I.V. 

+ T 

— 

+ 

0 

0 

l07.to257.NaCl 

I.V. 

4 

4 

+ 

+ 

0 

0 

57.  NaHCO, 

I.V. 

+ 0 

_l_  -I- 

— 

+ — 

444 

0 

M/s  Na  LACTATE 

I.V. 

+ 0 

+ 

— 

+ 

44 

0 

NH,Cl 

I.V. 

4 

— 

+ 

+ + + 

4 

4 

107.  AMINO  ACIDS 

I.V. 

+ 0 

0 

•— 

+ 

4 

444 

107.  GELATIN  IN  Of  NaCI 

I.V. 

+ 4 

— 

+ 

4- 

0 

4 

107.  ACACIA  IN  Of.NaCl 

I.V. 

4 4 

— 

T 

4 

0 

0 

CITRATED  PLASMA 

I.V. 

444 

— 

+ 

4 4 

4 

4 

DILUTE  PLASMA 

I.V. 

— 

4 

— 

4 

4 

4 

CONCENTRATED  PLASMA 

I.V. 

4444 



+ + + 

4 

4 

4 

WHOLE  BLOOD  (CITRATED) 

I.V. 

4 + 

0 

— 

4 0 

4 

4 

M'iz 
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A case  of  Nephritis  with  marked  nitrogen  reten- 
tion requires  fluid  therapy.  The  kidneys  here  can- 
not concentrate  urine  and  an  attempt  must  be  made 
to  supplement  this  defect.  Dehydration  of  cells, 
even  in  the  presence  of  edema,  is  present  because 
of  the  acidosis.  There  is  usually  no  deficit  of  base 
(sodium),  only  a redistribution  leaving  less  in  the 
form  of  NaHCO.i.  While  the  body  cells  are  de- 
hydrated the  blood  volume  remains  normal  ( plasma 
volume  may  even  be  high  if  there  is  associated 
anemia),  and  the  interstitial  fluids  are  increased 
by  enough  usually  to  cause  edema.  Water  should 
he  given,  base  is  not  needed,  and  sodium  salts 
which  would  increase  edema  should  be  avoided. 
Hypertonic  solutions  should  not  he  used  because 
of  the  cellular  dehydration.  5%  dextrose  in  water 
will  he  indicated,  or  if  the  patient  can  take  fluids 
by  mouth,  water  or  milk  should  be  given  orally. 
Any  sweating  that  can  be  produced  will  aid  in 
excretion.  However,  in  order  to  draw  fluid  out  of 
the  interstitial  spaces,  it  will  be  necessary  to  in- 
crease the  osmotic  pressure  of  the  blood  by  giving 
plasma  or  concentrated  plasma.  Transfusion  of 
whole  blood  may  be  used  if  there  is  marked  anemia. 
The  acidosis  should  never  be  directly  treated  with 
bicarbonate  or  lactate  unless  there  is  respiratory 
embarassment.  Decreasing  the  acidosis  increases 
the  tendency  to  edema  and  may  cause  fatal  pul- 
monary edema,  and  also  it  may  bring  on  tetany 
by  decreasing  the  ionization  of  an  already  low 
serum  calcium.  If  the  patient  cannot  take  fluids 
by  mouth  he  should  have  at  least  3000  c.c.  of  5% 
dextrose  in  water  daily.  Laboratory  control  of 
therapy  should  include  B.U.N.,  creatinine,  sodium 
chloride,  plasma  protein  and  CCL  combining  power. 
I f NaCl  of  serum  is  low  because  of  vomiting  not 
more  than  1000  c.c.  of  normal  saline  per  day  may 
he  given.  Unless  kidney  (and  sweat)  excretion 
can  be  made  to  exceed  the  accumulation  of  nitro- 
genous products,  the  situation  is  hopeless. 

A post  operative  stomach  resection  case  cannot 
take  fluids  by  mouth  and  should  he  given  them. 
Here  there  has  been  some  loss  of  blood  and  of 
sweat  on  the  operating  table.  After  several  days 
without  food  by  mouth  a fall  in  serum  protein  may 
develop.  To  avoid  dehydration  and  to  keep  up 
excretion,  isotonic  solutions  are  needed  up  to  3000 
c.c.  per  day.  With  fever  more  will  be  necessary. 
Glucose  will  be  needed  to  combat  starvation  acid- 


osis, and  sodium  chloride  to  balance  losses  in  sweat 
and  urine,  so  we  should  use  at  least  1000  c.c.  of 
isotonic  saline  and  2000  c.c.  of  5%  dextrose.  The 
practice  of  giving  5%  dextrose  in  normal  saline  is 
not  good.  This  hypertonic  solution,  if  given  to  an 
already  dehydrated  person,  tends  to  draw  water 
into  the  blood  and  increase  the  dehydration  until 
the  dextrose  is  oxidized  or  the  salt  has  diffused 
out.  This  is  true  for  all  post-operative  cases  who 
are  dehydrated.  Laboratory  control  should  follow 
B.U.N.,  serum  proteins  and  sodium  chloride  and 
keep  them  from  changing  from  the  normal.  Fluids 
and  food  by  mouth  should  he  restored  as  soon  as 
possible. 

A case  of  severe  hemorrhage  needs  a restored 
fluid  balance.  In  the  absence  of  shock  which  will 
be  considered  next,  there  is  a fall  in  blood  volume 
which  is  restored  by  diffusion  from  the  interstitial 
spaces  and  by  splenic  contraction.  When  the  blood 
volume  is  restored  the  hemoglobin  and  proteins  are 
diluted  and  there  is  a partial  tissue  dehydration. 
Whole  blood  administered  here  will  restore  both 
hemoglobin  and  proteins  to  near  normal  and  allow 
the  salts  and  water  to  return  to  their  intercellular 
place.  Laboratory  control  will  follow  hemoglobin 
and  serum  proteins  and  one  must  remember  that 
immediately  after  hemorrhage  neither  are  abnormal 
until  dilution  with  tissue  fluids  has  occurred. 

Severe  hemorrhage  almost  always  leads  to  shock 
as  do  trauma  and  extensive  burns.  When  blood 
volume  falls  far  enough  by  loss  of  blood,  or  loss 
of  plasma  into  tissue  spaces  as  in  traumatic  shock 
and  burns,  the  venous  return  is  decreased,  anoxe- 
mia develops  in  the  tissues,  the  heart  is  speeded  by 
reflex  action  but  cannot  get  blood  to  pump  out, 
blood  pressure  falls,  anoxemia  causes  capillary 
dilatation  and  lessened  permeability,  blood  pres- 
sure falls  faster  and  a vicious  circle  is  established. 
The  direct  attack  is  to  restore  the  blood  volume. 
Hypertonic  crystalloid  solutions  do  this  tempo- 
rarily by  drawing  fluid  into  the  blood.  Sugar 
solutions  are  a little  better  than  saline  solutions  hut 
neither  have  any  lasting  effect  and  relapse  in  a few 
hours  is  usual.  Plasma  or  whole  blood  transfu- 
sions, or  better  still  concentrated  plasma,  are  more 
permanent  and  restore  blood  volume  until  there  is 
further  loss  of  fluid  and  protein  from  the  vascular 
tree.  Gelatin  and  acacia  solutions  are  intermediate 
in  effect  between  crystalloids  and  plasma.  In  an 
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emergency,  plasma  treatment  of  gross  hemorrhage 
will  prevent  shock,  and  whole  blood  can  be  given 
later. 

We  can  follow  the  development  and  course  of 
shock  by  serial  hemoglobin  and  protein  studies  of 
the  blood.  The  normal  process  of  recovery  from 
hemorrhage  gives  a dilution  of  hemoglobin  and 
proteins,  while  development  of  shock  causes  a rise 
in  hemoglobin  and  no  change  in  serum  proteins. 
Severe  cases  of  shock  may  require  as  much  as  1000 
c.c.  of  plasma  or  250  c.c.  of  four  times  concentrated 
plasma  every  hour  or  two  for  eight  hours.  Isotonic 
crystalloid  solutions  and  dilute  plasmas  are  of  very 
transitory  benefit  and  the  isotonic  salines  may  lead 
to  death  in  pulmonary  edema. 

General  Rules 

The  uncomplicated  case  requires  at  least  2500  c.c. 
of  fluid  per  day  for  water  balance.  If  given  parent - 
erally  this  should  be  1000  c.c.  of  isotonic  saline  and 
1500  c.c.  of  isotonic  dextrose  in  water. 

After  fever  or  profuse  sweating  this  should  he 
increased  at  least  another  1000  c.c.,  preferably  of 
the  sugar  solution. 

After  vomiting  or  gastric  drainage  the  excess 
volume  lost  should  he  replaced  by  an  equivalent 
volume  of  isotonic  saline. 

After  diarrhea  the  excess  volume  excreted  should 
be  compensated  by  1000  c.c.  or  more  of  isotonic 
saline  or  500  c.c.  of  an  alkaline  solution  and  the 
balance  of  saline. 

Hypertonic  solutions  should  be  used  exclusively 
to  relieve  cerebral  or  pulmonary  edema.  They 
have  no  place  in  the  treatment  of  dehydration. 

Whole  blood  should  be  given  only  when  extra 
red  blood  cells  and  hemoglobin,  antibodies  or  plate- 
lets which  disappear  in  stored  plasma,  or  fibrinogen 
for  clotting,  are  needed. 

For  the  prevention  of  shock  concentrated  plasma 
or  plasma  should  be  given  in  amounts  sufficient  to 
keep  hemoglobin  or  red  count  from  rising.  If 
plasma  is  not  available  hypertonic  solutions  of 


dextrose  or  sodium  chloride  are  of  some  help, 
dextrose  being  somewhat  better  than  saline. 

When  shock  is  present  large  amounts  of  con- 
centrated plasma  or  plasma  are  needed  to  restore 
blood  volume.  Crystalloid  solutions  are  of  little 
value  in  shock  once  it  has  developed. 

Give  fluids  by  mouth,  by  rectum  and  by  clysis 
whenever  this  can  be  done. 

More  important  than  the  decision  to  give  fluids, 
is  the  decision  of  ivhat  kind  of  fluid  and  how  much 
to  give. 
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It  would  be  well,  I think,  if  the  surgeon  would  fix  upon 
his  memory,  as  the  first  professional  thought  which  should 
accompany  him  in  the  course  of  his  daily  occupation,  this 
physiological  truth  that  Nature  has  constant  tendency  to 
repair  the  injuries  to  which  her  structures  may  have  been 
subjected,  whether  those  injuries  be  the  result  of  fatigue 
or  exhaustion,  of  inflammation  or  accident.  Also  that 
this  reparative  power  becomes  at  once  most  conspicuous 
when  the  disturbing  cause  has  been  removed:  thus  pre- 
senting to  the  consideration  of  the  physician  and  surgeon 
a constantly  recurring  and  sound  principle  for  his  guid- 
ance in  his  professional  practice. 

Hilton  . . . Rest  and  Pain 

COLD  HOUSES 

If  we  don't  cheat  on  our  fuel  we  are  most  of  us 
going  to  live  in  what  we  will  consider  cold  houses 
this  year.  But  of  course,  nowhere  in  the  world  or 
recorded  history  has  the  standard  for  a cold  house 
been  so  high  as  here.  Finely  made  antique  furni- 
ture which  has  kept  in  good  condition  for  a century 
or  two  has  racked  to  pieces  in  atmospheres  formerly 
found  only  in  kilns.  We  have  developed  a taste 


for  kiln  life.  T hirty-five  or  forty  years  ago  one  or 
two  husky  youths  went  through  our  college  wear- 
ing B.\  .D.’s  all  winter.  How  we  marveled  at  their 
Polar  Bear  nature.  Now  few  young  men  could 
contemplate  with  equanimity  a call  in  a modern 
parlor  wearing  long  warm  drawers.  And  what  our 
young  women  wear  (or  don’t)  modesty  forbids 
us  to  contemplate. 

Almost  no  occupied  dwellings,  we  presume,  have 
any  worth  while  method  of  adjusting  the  humidity. 
The  higher  the  temperature,  the  dryer  the  air.  This 
is  unfortunate  for  the  limits  of  comfortable  tem- 
perature are  narrowed  by  humidity.  Returning 
from  the  dry  comfortable  zero  temperature  of 
Northern  New  Hampshire  one  shivers  at  30  de- 
grees in  the  damp  Providence  air.  In  the  dog  days 
of  August,  “it  isn’t  the  heat  it’s  the  humidity". 

Our  outdoor  air  usually  has  considerable  mois- 
ture in  it,  but  we  keep  our  rooms  practically  hermit- 
ically  sealed  because  of  our  intense  fear  of 
“drafts’’.  It  is  rare  to  find  either  laymen  or  doctors 
whose  casual  conversation  does  not  indicate  a mor- 
bid fear  of  moving  air. 

It  is  useless  to  point  out  that  people  who  live  in 
the  most  typical  conditions  for  “catching  cold", 
according  to  popular  concepts,  have  the  least  colds. 
\\  e are  told  that  Arctic  and  Antarctic  explorers  do 
not  have  colds  till  the  return  to  civilization.  Samuel 
Johnson  and  Boswell,  on  their  tour  of  the  Hebrides, 
philosophized  on  the  fact  that  the  inhabitants  of 
St.  Kilda  had  colds  only  when  the  people  of  the 
mainland  could,  with  their  crude  sailing  craft,  get 
through  the  wild  tides  of  that  coast  to  reach  these 
outlanders  who  in  their  damp  drafty  dwellings 
were  free  from  colds  till  their  more  fortunate 
friends  came  from  the  comforts  of  civilization 
hearing  the  infection.  Already  there  are  dark  fore- 
bodings as  to  the  effect  on  the  public  health  of  these 
“cold”  houses.  The  A.M.A.  has  a committee  to 
study  the  problem.  Their  task  is  a difficult  one.  As 
often  happens  in  medicine  there  are  so  many  in- 
terrelated factors  that  one  can  be  skeptical  as  to 
whether  well-founded  conclusions  can  he  drawn. 

It  would  seem  reasonable  to  believe  that  a resort 
to  warmer  clothing  would  certainly  help  to  main- 
tain comfort  and  avoid  whatever  dangers  are 
attached  to  chilling  the  body.  The  growing  inter- 
est in  winter  sports  has  taught  many  young  people 
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that  snuggies,  woolen  socks  and  heavier  suits  can 
be  comfortable  apparel. 

It  is  true  that  “fashion  is  spinach”  but  proper 
slogans  as  “Jolt  the  Japs  with  Jaeger  Wear”  or 
“Help  hit  Hitler  with  Homespun”  may  convince 
our  conservatory  dwelling  people  that  summer  and 
winter  call  for  different  costumes. 

Let  us  hope  that  our  coal  burning  friends  do 
not  presume  on  their  lack  of  rationing  to  keep 
their  houses  hotter.  If  we  dress  for  65  degrees  we 
will  suffer  when  we  find  ourselves  at  75  degrees. 

There  is  a growing  field  of  thought  that  the  free 
association  with  people  suffering  from  colds  is  a 
source  of  more  danger  than  the  much  feared  drafts. 
We  suggest  that  people  with  colds  should  isolate 
themselves  and  not  feel  they  are  sissies  to  stav  at 
home  a few  days. 

May  we  not  hope  that  if  we  dress  warmly  and 
do  not  pass  around  our  colds  we  may  still  be 
healthy  with  “cold  houses”? 

LETTER  TO  THE  EDITOR 
Dear  Dr.  Chase : 

I have  received  a request  from  the  Rhode  Island 
Funeral  Directors'  Association  for  the  assistance 
of  this  department  in  appealing  to  the  physicians 
and  hospitals  of  this  State  to  cooperate  with  the 
funeral  directors  in  the  signing  of  death  certificates. 

Apparently  several  members  of  that  Association 
complained  that  in  some  instances  it  was  necessary 
for  them  to  make  three  or  four  trips  to  a physician’s 
office  before  it  was  possible  to  obtain  his  signature 
on  the  certificate. 

The  funeral  directors  feel  that  in  view  of  the 
current  scarcity  of  gasoline,  rubber  and  personnel 
that  it  would  he  helpful  if  these  physicians  would 
be  a little  more  considerate. 

I am  passing  along  their  request  to  you  with 
the  idea  that  it  might  be  possible  for  you  to  insert 
a brief  appeal  for  such  cooperation  by  the  physi- 
cians in  the  Rhode  Island  Medical  Journal.  I 
am  sure  that  any  assistance  that  you  may  be  able  to 
render  will  be  appreciated  by  the  funeral  directors. 

Very  truly  yours, 

Thomas  B.  Casey,  Chief 
Diz’isioit  of  Examiners 
Rhode  Island  Department  of  Health 


RHODE  ISLAND  MEDICAL  SOCIETY 

Report  of  the  Committee  on  Problems  due  to  the 
Shortage  of  Physicians  presented  to  the  House  of 
Delegates,  Sept.  17,  1942. 

As  your  committee  sees  it,  it  is  the  duty  of  the 
Rhode  Island  Medical  Society  to  lead  in  coopera- 
tion with  all  agencies  which  are  for  the  betterment 
of  our  individual  and  collective  attack  upon  prob- 
lems arising  in  the  medical  care  of  our  civilians 
during  the  war  emergency.  More  specifically,  it 
is  our  duty 

First,  to  gather  useful  information,  to  coordinate 
our  aims  and  forces  and  plan  some  program  of 
prevention  of.  or  attack  upon,  problems  arising  out 
of  the  limitation  of  doctors  in  our  state. 

Second,  to  make  suggestions  and  be  generallv 
helpful  in  any  way  possible  to: 

(a)  The  remaining  individual  physicians  of 
the  state  and 

(b)  The  various  district  societies. 

In  the  latter  instance,  to  turn  over  such  informa- 
tion and  suggestions  as  are  deemed  in  their  inter- 
ests to  be  acted  upon  by  the  various  district  socie- 
ties as  they  see  fit. 

Third,  to  make  these  efforts  more  effective,  by 
requesting  the  fullest  cooperation  of  individual 
physicians  and  district  societies. 

As  the  duties  of  this  committee  are  so  closely 
related  to  the  functions  of  the  State  Procurement 
and  Assignment  Committee,  we  need  close  co- 
operation and  advice  from  Dr.  Halsey  DeWolf 
and  his  committee. 

Recommendations  concerning  alien  physicians. 

(a)  We  need  an  open-minded  position  on  this 
subject.  More  information  is  sought.  Dr.  Beale, 
secretary  of  the  committee  for  resettlement  of 
Foreign  Physicians  has  promised  to  send  a re- 
port to  Dr . Gormly.  He  also  informed  Dr. 
Gormly  that  3000  of  the  best  of  6000  alien 
doctors  are  now  placed. 

Any  recommendations  or  positions  taken  on 
this  subject  should  be  in  cooperation  with  the 
State  Director  of  Health  and  the  Chairman  of 
the  Board  of  Medical  Examiners. 

(b)  The  committee  approves  of  the  use  of 
salaried  alien  physicians  in  institutions  (state 
or  private)  where  such  institutions,  due  to  emer- 
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gency  shortage  of  registered  physicians,  require 
their  services  for  the  proper  care  of  those 
confined. 

At  the  present  time  the  State  Institutions  at 
Howard  are  employing  four  Alien  Physicians — 
three  at  the  State  Mental  Hospital  and  one  at  the 
State  Infirmary  and  the  services  of  others  are 
sought.  There  are  also  a small  number  in  private 
institutions. 

It  is  suggested,  however,  that  these  institutions 
record  with  the  State  Board  of  Health,  if  not 
already  done,  such  salaried  physicians  when  taken 
into  employ,  and  at  such  further  intervals  as  the 
law  requires. 

(c)  With  respect  to  aliens  in  private  practice, 
it  is  felt  by  the  committee  that  no  medical  emer- 
gency now  exists  and  that  there  is  no  lack  of 
medical  care  that  would  necessitate  encouraging 
the  introduction  of  alien  physicians  into  private 
practice  in  Rhode  Island  except  through  natural 
channels. 

In  considering  the  various  angles  of  this  prob- 
to  Rhode  Island  physicians  not  in  service  asking 

( 1 ) We  must  not  let  down  our  medical  stand- 
ards built  up  so  carefully  over  the  past  years. 
These  standards  are  a safe-guard  in  the  interests 
of  our  citizens. 

(2)  We  are  very  conscious  of  our  great  re- 
sponsibility ahead  in  properly  looking  after  the 
health  of  our  citizens.  They  must  not  he  allowed 
to  suffer  lack  of  adequate  medical  care.  To  this 
end,  the  committee  is  formulating  ways  and 
means  of  effectively  meeting  the  problem.  We 
must  expect  that  we  physicians  not  in  service 
will  he  burdened  and  must  sacrifice  also  as  our 
part  in  the  war. 

(3)  We  must  also  guard  the  interests  of  the 
hundreds  of  physicians  in  service  and  of  their 
patients  whom  they  have  left  in  our  trust.  We 
owe  them  this  much  for  their  sacrifice. 
Recommendations  concerning  the  committee  for 

the  purpose  of  creating  and  utilizing  our  greatest 
efficiency  in  the  care  of  our  civilian  population. 

(a)  Two  large  maps  should  be  posted  at  the 
Medical  Library  and  kept  up  to  date  — one  of 
the  Providence  District  and  one  of  Rhode  Island. 
These  maps  to  show  by  pins  location  of  all  phy- 


sicians, members  and  non-members  of  Medical 
Societies,  who  are  not  in  service  or  full  time 
government  employees.  It  is  suggested  that  the 
pins  be  placed  at  home  addresses.  Details  such 
as  explanatory  lists,  etc.,  can  he  worked  out  later. 
The  Rhode  Island  Society  is  already  much  in- 
debted to  Mr.  John  Farrell,  executive  secretary 
of  the  Providence  Medical  Association  for  the 
time  he  has  devoted  to  some  of  our  problems.  He 
has  consented  to  try  to  work  out  this. 

(b)  It  would  seem  to  the  committee  that  there 
should  he  enforced  yearly  registration  of  doc- 
tors in  Rhode  Island  again,  for  this  is  an  im- 
portant matter  that  concerns  the  profession  and 
State.  We  now  find  it  unfortunate  that  we  have 
no  such  registration.  It  is  difficult  to  find  out 
who  is  practicing  and  who  is  not  or  who  has 
moved  out  of  the  State  or  recently  come  in. 

(c)  A brief  questionnaire  could  be  sent  out 
to  Rhode  Island  physicians  not  in  service  asking 
whether  or  not  they  are  members  of  District  or 
State  Societies  and  requesting  such  information 
as  is  found  to  he  necessary. 

(d)  It  is  also  recommended  that  various  dis- 
tricts or  sections  of  districts  be  covered  by  a tele- 
phone that  can  he  reached  at  any  hour  by  anyone 
in  an  emergency  and  unable  to  get  a doctor  and 
that  such  stations  he  given  names  of  available 
doctors  and  he  kept  informed. 

(e)  It  is  further  suggested  that: 

( 1 ) The  Providence  Medical  A Tezvs  again 
publish  their  useful  map  found  in  the  September 
1941  number  with  such  changes  and  additions  as 
seem  wise,  preferably  including  the  whole  Provi- 
dence District. 

(2)  The  Rhode  Island  Medical  Journal 
publish  a similar  map  for  the  state  showing  loca- 
tions of  active  and  available  physicians,  etc.,  with 
home  addresses. 

(f ) For  the  purpose  of  understanding  and  of 
coordination  between  public  and  the  profession, 
there  should  he  periodic  press  releases  and  radio 
talks  and  posters  giving  general  information  and 
advice. 

(g)  Sectional  coverage  of  patients  by  local 
doctors  for  those  unable  to  get  their  own  phy- 
sician many  miles  away  will  often  be  practical. 
This  already  has  been  emphasized. 
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There  are  many  other  problems  to  be  solved, 
such  as  the  care  of  the  city  poor.  (This  should 
be  in  conference  with  Drs.  Nestor  and  Hindle. 
Should  alien  physicians  be  used,  etc.?) 

In  conclusion,  it  is  the  feeling  of  the  committee 
that  the  home  physicians  are  faced  with  a tremen- 
dous task.  Putting  our  shoulders  to  the  wheel  in 
cooperation  one  with  another  is  the  only  way  we 
can  stave  off  a real  medical  emergency.  Informa- 
tion, organization  and  cooperation  is  the  only 
formula  to  meet  effectively  the  responsibilities  that 
we  are  undertaking  in  supplying  adequate  medical 
care  to  our  civilians. 

We  are  going  to  face  criticism  and  adverse  re- 
ports from  many  isolated  sources.  We  must  re- 
spect public  opinion  and  be  as  tolerant  as  we  can 
and  at  the  same  time  ask  the  public  including  our 
patients  to  be  considerate  with  us.  More  can  be 
accomplished  by  diplomacy  and  patience  than  by 
irritation  and  resentment,  especially  during  this 
struggle  for  the  preservation  of  our  liberties. 

Respectfully  submitted, 

Dr.  Alfred  L.  Potter 
Dr.  Charles  J.  Ashworth 
Dr.  Elihu  S.  Wing,  Chairman 

PROVIDENCE  MEDICAL  ASSOCIATION 

A regular  meeting  of  the  Providence  Medical 
Association  was  held  at  the  Medical  Library  on 
Monday,  October  5,  1942.  The  meeting  was  a joint 
meeting  with  the  Rhode  Island  Children’s  Heart 
Association. 

The  Executive  Secretary  reported  for  the  Exec- 
utive Committee  as  follows : 

That  a motion  was  passed  that  “members  of  the 
Providence  Medical  Association  serving  with  the 
armed  forces  of  the  United  States  shall  be  exempt 
from  the  assessment  of  annual  dues  during  their 
period  of  service.” 

That  a motion  was  passed  that  “the  executive 
committee  approves  the  action  of  the  Committee 
on  Credit  and  Collection  in  cancelling  the  Associa- 
tion's affiliation  with  the  Medical  Clearing  Bureau 
of  Providence  in  view  of  the  fact  that  the  original 
agreement  between  the  two  parties  has  failed  to 
achieve  its  purpose  to  provide  special  credit  and 
collection  service  to  the  membership.” 


The  President  called  upon  Dr.  Emanuel  W. 
Benjamin,  chairman  of  the  Committee  on  Credit 
and  Collection  for  discussion  of  the  work  of  his 
committee.  Dr.  Benjamin  reported  briefly  on  the 
reason  for  the  recommendation  of  the  cancellation 
of  the  affiliation  with  the  Medical  Clearing  Bureau 
and  he  stated  that  the  action  in  no  way  cast  any 
reflection  on  the  integrity  of  the  Medical  Clearing 
Bureau. 

The  report  of  the  Executive  Committee  was 
accepted. 

The  following  doctors  were  elected  to  member- 
ship: F.  Temple  Burling,  M.D.,  Francis  H.  Mc- 
Caffrey, M.D.,  Gustavo  A.  Motta,  M.D. 

The  President  reported  that  five  of  our  members 
had  died  since  the  previous  meeting  of  the  Asso- 
ciation, and  at  his  request  Dr.  George  S.  Mathews 
and  Dr.  Dennett  L.  Richardson  have  prepared  the 
obituary  tribute  to  Dr.  Fred  N.  Brown  ; and  that 
to  prepare  the  obituary  tribute  to  the  other  deceased 
members  he  was  asking  Dr.  John  E.  Donley  and 
some  doctor  of  his  choice  to  prepare  the  tribute  of 
Dr.  Patrick  H.  Keefe;  Dr.  William  Shields  and 
Reginald  A.  Allen  to  prepare  the  tribute  to  Dr. 
Thomas  A.  Martin,  the  first  member  to  die  in  mili- 
tary service  in  World  War  II ; Dr.  Charles  Cooke 
and  Dr.  Louis  A.  Sage  to  prepare  the  tribute  to  Dr. 
Richard  L.  Shea;  and  Dr.  Herbert  H.  Armington 
and  Dr.  Edmund  D.  Chesebro  to  prepare  the  tribute 
to  Dr.  Charles  N.  Raymond  who  was  our  oldest 
active  member  until  his  death. 

The  President  also  announced  the  appointment 
of  a Committee  to  join  with  a similar  committee  of 
the  State  Medical  Society  in  a study  of  the  new 
Rhode  Island  Cash  Sickness  Compensation  Act. 
The  Committee  named  consisted  of  the  following: 
Emery  M.  Porter,  M.D.,  Herman  C.  Pitts,  M.D., 
William  H.  Foley,  M.D.,  Henry  A.  Jones,  M.D., 
Henry  E.  Letter,  M.D. 

The  President  turned  the  chair  over  to  Dr. 
Banice  Feinberg,  president  of  the  Children’s  Heart 
Association  who  presided  over  a brief  meeting  of 
that  group. 

President  Utter  then  briefly  discussed  the  ob- 
jectives of  the  Children’s  Heart  Program  and  pre- 
sented the  panel  for  the  discussion  of  the  topic 
“Rheumatic  Fever”.  The  members  of  the  panel 
were  William  P.  Buffum,  M.  D.,  Harold  G.  Calder, 
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M.D.,  Francis  V.  Corrigan,  M.D.,  Banice  Fein- 
berg,  M.D.,  and  John  C.  Ham,  M.D. 

Dr.  Cakler  opened  the  discussion  by  describing 
in  detail  the  clinical  course  and  symptoms  of  rheu- 
matic fever.  This  disease  is  public  enemy  number 
one  so  far  as  children  are  concerned  as  the  mortal- 
ity exceeds  all  other  deaths  in  children  from  5 to  1 5 
years  of  age.  Its  cause  is  still  unknown.  It  is 
endemic,  especially  in  the  temperate  zone.  Its  in- 
cidence is  rare  under  3 years  of  age  and  apparently 
it  is  not  contagious.  There  is  a definite  familial 
tendency.  The  commonest  bacterial  finding  is  the 
hemolytic  streptococcus  in  the  upper  respiratory 
tract  and  the  lesions  in  the  body  tissues  are  appar- 
ently caused  by  the  toxins  of  the  bacteria  which 
cause  sensitization  of  the  tissues.  Its  onset  is  in- 
sidious and  the  most  important  laboratory  findings 
are  an  increased  white  count  and  sedimentation 
rate.  The  heart  is  involved  to  some  extent  early 
in  the  disease  and  this  is  shown  by  enlargement, 
increased  rate,  and  finally  murmurs.  Recovery 
takes  place  from  the  first  attack  but  recurrences  are 
common  every  one  to  two  years  over  a period  of 
about  8 years. 

Dr.  Ham  spoke  of  the  value  of  the  electro- 
cardiograph in  rheumatic  fever  and  emphasized 
that  the  tracings  would  be  exactly  like  those  found 
in  any  heart  disease  so  that  the  electrocardiograph 
was  only  an  aid  taken  in  conjunction  with  all  the 
other  findings,  useful  not  so  much  in  diagnosis  of 
the  disease  as  in  following  the  course  with  serial 
tracings.  Perhaps  the  one  most  important  finding 
in  this  connection  is  the  P-R  interval  which  is 
definitely  increased  during  involvement  of  the 
myocardium.  Also  serial  tracings  might  well  pick 
up  a recrudescence  before  other  signs  or  symptoms 
develop.  He  emphasized  that  we  should  realize  the 
limitations  of  electrocardiography  in  rheumatic 
fever. 

Dr.  Feinberg  gave  a complete  and  interesting 
summary  of  the  treatment  of  this  disease,  going 
into  the  care  with  which  the  rheumatic  child  and 
later  the  cardiac  child,  must  be  surrounded  if  good 
results  are  to  be  obtained.  Rest,  good  food,  Vita- 
mins, control  of  anemia,  elimination  of  possible 
infectious  foci,  and  good  surroundings  must  be 
maintained  for  long  periods  of  time  until  all  clinical 
and  laboratory  findings  show  inactivity  of  the 
disease.  He  emphasized  that  in  the  treatment  of 


the  active  phase  Sulfonamides  had  proved  worth- 
less and  that  the  symptomatic  treatment  in  the 
form  of  Salicylates  in  saturation  doses  of  about 
1 gr.  per  pound  body  weight  should  be  given  until 
pain  and  fever  have  subsided.  The  only  instance 
in  which  the  Sulfonamides  might  be  used  to  ad- 
vantage was  in  giving  small  doses  of  Sulfanilamide 
before  the  removal  of  tonsils  and  adenoids.  He 
felt  that  the  experiments  on  giving  Sulfanilamide 
in  small  doses  during  the  season  of  greatest  in- 
cidence of  upper  respiratory  infections  had  not  as 
yet  proved  of  value.  For  some  of  the  complica- 
tions occurring  during  rheumatic  fever,  such  as 
chorea,  Phenobarbitol  has  proved  most  useful.  The 
criteria  for  T.  & A.  was  the  same  as  in  the  non- 
rheumatic child. 

Dr.  Bufifum  took  up  the  interval  management, 
emphasizing  that  the  convalescent  home  or  hospital 
was  by  far  the  best  place  to  treat  the  rheumatic 
child  because  there  one  could  attain  the  best  living 
conditions  from  the  point  of  view  of  health,  both 
physical  and  mental.  The  rigid  control  of  activity 
could  be  carried  out  successfully  and  respiratory  in- 
fection could  be  reduced  to  a minimum.  As  to  the 
possibility  of  change  in  environment  doing  good  ; 
for  example  sending  the  child  to  a southern  climate, 
he  thought  this  was  an  excellent  procedure  but  a 
financial  impossibility  in  most  cases  as  rheumatic 
fever  is  definitely  a low  income  group  problem. 

The  last  speaker  was  Dr.  Corrigan  who  gave  a 
short  summary  of  the  State  program.  He  told 
about  the  out  patient  clinics  which  had  been  estab- 
lished; the  first  one  in  Pawtucket  Memorial  Hos- 
pital in  December  1941  which  is  conducted  once  a 
month ; another  at  the  Chapin  Hospital  which  was 
opened  on  the  same  basis  but  because  of  the  large 
number  of  cases,  now  is  conducted  once  a week : a 
third  is  planned  for  the  Woonsocket  Hospital. 
These  clinics  are  primarily  a diagnostic  service  to 
the  private  physician  who  may  refer  cases  of  rheu- 
matic fever.  The  clinic  does  all  the  laboratory  pro- 
cedures and  tries  to  give  the  physicians  referring 
the  case  an  idea  of  the  condition  of  the  patient. 
A few  cases  who  are  definitely  unable  financially 
to  handle  the  care  and  treatment  may  have  hospital 
and  convalescent  care,  the  bill  being  paid  by  the 
State. 

Members  who  entered  in  the  discussion  following 
the  presentation  of  the  subject  were  Doctors  Frank 
Fulton,  Clifton  B.  Leech,  Francesco  Ronchese. 
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COMING  MEETINGS 
AMERICAN  COLLEGE  OF  SURGEONS 

Annual  Congress  Scheduled  for 
Cleveland,  November  17  to  20 

The  1942  Clinical  Congress  of  the  American 
College  of  Surgeons,  originally  scheduled  for 
October  at  the  Stevens  Hotel,  Chicago,  which  was 
taken  over  August  1 by  the  United  States  Army 
Air  Corps,  will  be  held  in  Cleveland,  with  head- 
quarters at  the  Cleveland  Public  Auditorium,  from 
November  17  to  20.  The  twenty-fifth  annual  Hos- 
pital Standardization  Conference  sponsored  by  the 
College  will  be  held  simultaneously. 

The  program  of  both  meetings  will  begin  with  a 
Joint  General  Assembly  on  Tuesday  morning, 
November  17,  with  addresses  by  Surgeon  General 
James  C.  Magee  of  the  Medical  Corps,  United 
States  Army ; Surgeon  General  Ross  T.  Mclntire 
of  the  Medical  Corps,  United  States  Navy ; Sur- 
geon General  Thomas  Parran  of  the  United  States 
Public  Health  Service  ; Lieutenant  Colonel  George 
Baehr,  Chief  Medical  Officer  of  the  United  States 
Office  of  Civilian  Defense;  Dr.  Frank  H.  Lahey, 
Chairman  Directing  Board,  Procurement  and 
Assignment  Service ; Dr.  Irvin  Abell,  Chairman 
of  the  Board  of  Regents  of  the  College  and  Chair- 
man of  the  Health  and  Medical  Committee  of  the 
Federal  Security  Agency;  and  Dr.  W.  Edward 
Gallie  of  Toronto,  President  of  the  College.  The 
surgeons  general  and  Colonel  Baehr  will  also  speak 
at  the  Presidential  Meeting  and  Convocation  the 
same  evening. 

THE  NATIONAL  FOUNDATION 
FOR  INFANTILE  PARALYSIS 
120  BROADWAY,  NEW  YORK 

The  Third  Annual  Medical  Meeting  of  the 
National  Foundation  will  be  held  in  New  York 
City  on  December  3-4  inclusive. 

BOOK  REVIEWS 

Advances  in  Internal  Medicine,  J.  Murray 
Steele,  M.  D.,  Editor.  Interscience  Publishers, 
Inc. 

This  book  represents  Volume  I in  a series  to  be 
published  from  time  to  time  of  recent  advances  in 
internal  medicine.  It  is  a small  volume  of  292  pages 
with  ten  different  subjects  presented  by  as  many 
authors.  Most  of  these  writers  have  made  valuable 
original  contributions  in  their  special  fields.  Each 
subject  discussed  represents  a thorough  review  of 
a particular  branch  of  internal  medicine  rather  than 
a presentation  of  isolated  recent  advances. 

W.  Osier  Abbott  discusses  in  great  detail  and 
with  considerable  clarity  “The  Use  of  the  Miller- 
Abbott  Tube  in  the  Diagnosis  and  Treatment  of 
Disorders  of  the  Gastro-Intestinal  Tract.”  The 
newer  aspects  of  “Hypertension  with  a Review  of 
Humoral  Pathogenesis  and  Clinical  Treatment”  is 
another  article  that  affords  a thorough  and  timely 
if  somewhat  theoretical  discussion  of  an  important 


problem.  Probably  the  most  practical  and  valuable 
subject  is  Chester  S.  Keefer’s  “Choice  of  the  Sul- 
fonamides in  the  Treatment  of  Infections.”  The 
author  gives  a detailed  plan  for  the  therapy  of  all 
infectious  diseases  with  various  sulfonamides  from 
both  clinical  and  experimental  aspects. 

The  remaining  articles  in  the  volume  cover  vari- 
ous aspects  of  the  broad  field  of  medicine  from  the 
point  of  view  of  the  individual  contributor.  The 
choice  of  the  subjects  might  be  questioned  in  some 
cases  on  the  ground  that  very  little  of  the  material 
represents  a recent  advance.  Certainly,  other  sub- 
jects might  be  of  greater  interest  to  the  average 
internist  and  involve  more  important  and  more 
recent  progress. 

As  future  editions  are  published  the  series  should 
he  a valuable  addition  to  the  library  of  any  physician 
interested  in  internal  medicine. 

William  Fain,  M.D. 

Advances  in  Pediatrics  — Volume  I,  1942. 
Adolph  G.  DeSanctis,  M.D.,  Editor.  Inter- 
science Publishers  Inc.,  New  York,  N.  Y. 
291  Pages. 

This  is  not,  as  the  title  might  suggest,  a collection 
of  abstracts  from  the  current  magazines.  On  the 
contrary,  the  editor  has  selected  the  subjects  in 
which  he  thinks  significant  contributions  to  our 
knowledge  have  been  made,  and  has  asked  authori- 
ties in  these  fields  to  write  articles  on  these  subjects, 
bringing  them  up  to  date.  You  do  not  get  the  im- 
pression of  reading  a rehash  of  what  you  have  read 
before.  The  articles  are  new,  refreshing,  interest- 
ing and  instructive. 

The  main  topics  treated  in  this  column  included 
Toxoplasmosis,  Virus  Disease,  Chemotherapy, 
Electroencephalography,  Vitamin  Iv,  Persistent 
Ductus  Arteriosus,  Prematurity,  Tuberculosis  and 
Endocrinology. 

They  are  all  well  handled  but  Toxoplasmosis  by 
Dr.  Albert  B.  Sabin  might  be  given  special  praise. 
It  covers  56  pages  and  furnishes  an  exhaustive  de- 
scription of  this  new  and  little-known  disease. 
Nothing  like  it  has  appeared  before. 

Pdectroencephalography  by  Dr.  Norman  I.  Brill 
is  very  well  done.  Many  physicians  do  not  realize 
the  progress  that  has  been  made  in  the  diagnosis  of 
intracranial  lesions  and  behavior  problems  by  this 
relatively  new  method. 

In  the  article  on  the  Premature  Infant  by  Dr. 
Abraham  Tow,  not  all  Pediatricians  will  agree  that 
whole  milk  mixtures  are  as  good  as  breast  milk  or 
evaporated  milk.  Nor  will  they  agree  that  the  pre- 
mature infant  should  be  given  coddled  egg  at  3 
months,  whole  milk  at  4 months,  and  meat  and 
desserts  at  6 months.  This  would  seem  to  repre- 
sent the  personal  views  of  the  author.  He  states 
that  “all  the  orthodox  mixtures  in  common  use 
may  be  suitable”  and  that  the  important  thing  is 
to  be  able  to  treat  “vomiting  and  diarrhea  when 
they  occur”.  The  important  thing  is  to  keep  them 
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from  occurring.  The  rest  of  bis  article,  however, 
is  excellent. 

All  pediatricians  will  enjoy  and  profit  from  read- 
ing this  book  and  it  ought  to  he  especially  valuable 
to  general  practitioners  who  do  not  get  the  oppor- 
tunity to  read  the  pediatric  magazines.  It  is  hoped 
that  this  new  idea  will  be  successful  and  that  other 
volumes  will  he  forthcoming.  Volume  I is  recom- 
mended with  enthusiasm. 

Harold  G.  Calder 

Clinical  Anesthesia:  By  John  S.  Lundy,  B.A., 
M.D.,  Head  of  Section  on  Anesthesia,  Mayo 
Clinic;  Professor  of  Anesthesia,  Mayo  Foun- 
dation for  Medical  Education  and  Research, 
Graduate  School,  University  of  Minnesota. 
W.  B.  Saunders  Company,  1942.  Price  $9.00. 

There  have  probably  been  more  hooks  published 
on  anesthesia  within  the  past  few  years  than  in  any 
similar  period  in  the  history  of  this  specialty. 

In  the  main,  these  books  have  been  confined 
either  to  a consideration  of  limited  fields  as  Gilles- 
pie’s “Endotracheal  Anesthesia”  or  to  a purely 
fundamental  scope  as  “An  Outline  of  Anesthesia” 
by  the  Anesthesia  Committee  of  the  National  Re- 
search Council.  There  has  long  been  a need  for  a 
volume  such  as  Dr.  Lundy  presents  in  his  “Clinical 
Anesthesia”.  Dr.  Lundy  offers  a truly  cyclopedic 
volume  on  anesthesia.  He  has  attempted  to  cover 
much  of  the  material  that  a qualified  anesthetist 
should  have  at  his  fingertips.  The  book  covers  not 
only  technical  procedures  involved  in  the  admin- 
istration of  anesthesia  hut  also  other  valuable  pro- 
cedures as  Resuscitation,  Intravenous  Therapy,  and 
Gas  Analysis. 

It  is  impossible  for  anyone  to  cover  all  fields  of 
anesthesia  thoroughly  in  one  volume.  The  particu- 
lar fields  which  Dr.  Lundy  covers  with  a great  deal 
of  success  are  Regional,  Endrotracheal,  and  In- 
travenous Anesthesia. 

It  is  manifest  also  that  an  author  can  not  please 
everyone  for  it  is  this  reviewer’s  opinion  that  too 
much  valuable  space  and  importance  are  devoted 
to  the  Barbiturates  as  anesthetics.  Much  of  this 
space  might  have  been  devoted  with  profit  to  the 
further  consideration  of  the  pharmacologic  basis 


of  anesthesia.  The  principles  and  technique  of 
Absorption  Anesthesia  may  also  have  been  fur- 
ther stressed. 

Dr.  Lundy,  through  the  adroit  use  of  tables 
gathers  and  presents  to  the  reader  much  valuable 
information.  This  form  of  presentation  is  one  of 
the  highlights  of  the  book  and  it  is  to  Dr.  Lundy’s 
credit  that  it  is  a success. 

Special  attention  is  paid  to  postoperative  care 
and  other  similar  material.  This  is  in  line  with 
recent  thought  and  progress  in  anesthesia  and  is 
witness  to  the  growth  of  the  modern  anesthetist 
away  from  the  purely  operating  room  technician. 

This  valuable  volume  contributes  much  to  anes- 
thesia literature. 

It  will  find  many  readers  among  all  students  of 
anesthesia. 

Meyer  Saklad,  M.D. 

Ophthalmology  and  Otolaryngology,  Military 
Surgical  Manuals,  National  Research  Council. 
W.  B.  Saunders  Company — 1942. 

This  manual  is  one  of  a series  of  texts  prepared 
under  the  auspices  of  the  Division  of  Medical  Sci- 
ences of  the  National  Research  Council  to  present 
in  compact  form  essential  up  to  date  and  reliable 
information  concerning  military  surgery.  Since  the 
burden  of  medical  care  of  necessity  will  fall  upon 
medical  officers  outside  the  highly  specialized  fields, 
only  the  simplest  technics  and  treatments  with 
drugs  and  instruments  generally  available  are  de- 
scribed. 

In  300  pages  of  very  readable  type,  an  outline  of 
the  various  technics  of  functional  testing  of  the  eye 
and  ear  is  presented.  Concise  paragraphs  on  the 
diagnosis  and  emergency  treatment  of  acute  dis- 
eases and  injuries  of  the  eye,  ear,  nose  and  throat 
are  included.  The  chapter  on  primary  treatment 
of  gun  shot  wounds  of  the  face  by  Dr.  Kasanjian 
is  bv  the  nature  of  the  subject  the  longest  and  best 
illustrated  in  the  manual. 

Altho  prepared  primarily  for  the  medical  officers 
of  the  armed  forces  in  the  field,  the  general  prac- 
titioner will  find  this  a valuable  outline  for  quick 
reference  in  emergencies  occurring  in  civil  life. 

Lee  G.  Sannella,  M.D. 
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THE  THERAPEUTIC 
USES  OF  WINE 

(mailed,  free  upon  request) 

There  has  developed  an  interest  within  the  medi- 
cal profession  that  the  true  physiologic  and  thera- 
peutic uses  and  deficiencies  (and  also  the  food 
values)  of  wine  be  authoritatively  reviewed.  Such 
a review  has  been  prepared  in  monograph  form 
by  qualified  and  competent  medical  authorities  and 
constitutes  a summary  of  the  pertinent  scientific 
literature  of  present-day  medicine. 

The  contents  include  sections  on  wine  as  a food, 
and  the  actions  of  wine  on  the  gastro- intestinal 
system,  the  cardio -vascular  system,  the  genito- 
urinary system,  the  nervous  system  and  the  mus- 
cles, and  the  respiratory  system.  The  uses  of  wine 
in  diabetes  mellitus,  in  acute  infectious  diseases  and 
in  treatment  of  the  aged  and  convalescent  are  also 
discussed.  The  value  of  wine  as  a vehicle  for  medi- 
cation is  dealt  with,  and  an  important  section  on 
the  contraindications  to  the  use  of  wdne  is  included. 
An  extensive  bibliography  is  presented  for  those 
who  may  wdsh  to  pursue  the  subject  further. 

This  review  results  from  a study  supported  by 
the  Wine  Advisory  Board,  an  agricultural  industry 
administrative  agency  established  under  the  Cali- 
fornia Marketing  Act,  and  has  been  sponsored  by 
the  Society  of  Medical  Friends  of  Wine. 

Members  of  the  medical  profes- 
sion are  invited  to  write  for  this 
monograph.  Requests  should  be 
made  to  the  Wine  Advisory  Board, 

85  Second  Street,  San  Francisco. 
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Eye,  Ear,  Nose  and  Throat 

FRANCIS  L.  BURNS,  M.D. 

Ear,  Nose  and  Throat 

Office  Hours  — 1 :00-5 :00  P.  M. 
and  by  appointment 

382  Broad  Street  Providence 


FRANK  W.  DIMMITT,  M.D. 

Eye,  Ear,  Nose  and  Throat 
78  Waterman  Street  Providence,  R.  I. 

Hours:  By  appointment 


JOS.  L.  DOWLING,  M.D. 

Practice  limited  to 
Diseases  of  the  Eye 

57  Jackson  Street  Providence,  R.  I. 

1-4  and  by  appointment 

RAYMOND  F.  HACKING,  M.D. 
Practice  limited  to  diseases  of  the  eye 
105  Waterman  Street  Providence,  R.  I. 


GORDON  J.  McCURDY,  M.D. 

Ear,  Nose  and  Throat 
Bronchoscopy  and  Esophagoscopy 
Hours,  by  appointment 
Phone  DExter  5550 

198  Angell  Street  Providence,  R.  I. 


BENJAMIN  FRANKLIN  TEFFT,  M.D. 
Ear,  Nose  and  Throat 

185  Washington  Street  West  Warwick,  R.  I. 
Hours  by  appointment  Phone  Valley  229-R 


HERMAN  A.  WINKLER,  M.D. 

Ear,  Nose  and  Throat 
224  Thayer  Street,  Providence  R.  I. 
Hours  by  appointment  Call  GAspee  4010 


Cardiology 

CLIFTON  BRIGGS  LEECH,  M.D. 
Practice  limited  to 

Diseases  of  the  Heart  and  Circulatory  System 
Hours  by  appointment 
Phone  GAspee  5171 
Residence,  Warren  1191 
82  Waterman  Street  Providence,  R.  I. 

Dermatology 

WILLIAM  B.  COHEN,  M.D. 

Practice  limited  to 
Dermatology  and  Syphilology 
Hours  2-4  and  by  appointment 
105  Waterman  Street  Providence,  R.  I. 


VINCENT  J.  RYAN,  M.D. 

Practice  limited  to 
Dermatology  and  Syphilology 
Hours  by  appointment  Call  GA  4313 

198  Angell  Street,  Providence,  R.  I. 


CARL  D.  SAWYER,  M.D. 

Practice  limited  to 
Dermatology  and  Syphilology 
Hours  by  appointment 

182  Waterman  Street  Providence,  R.  I. 

MALCOLM  WINKLER,  M.D. 

Practice  limited  to 
Dermatology  and  Syphilology 
Hours  by  appointment  Call  DExter  0105 

105  Waterman  Street,  Providence,  R.  I. 

Genito-Urinary 

VINCENT  J.  ODDO,  M.D. 

Practice  limited  to 
Urology  and  Urological  Surgery 
Hours:  2-4  and  7-8  and 
by  appointment 

322  Broadway  Providence,  R.  I. 

X-Ray 

JACOB  S.  KELLEY,  M.D. 

Practice  limited  to  all  branches  of 
Roentgenology 

Special  attention  given  to  bedside  work 
153  Smith  Street  Providence,  R.  I. 

Hours:  10  to  4 and  by  appointment 


XIV 


ANESTHETIC  GASES 

(Medical) 

Nitrous  Oxid 

Oxygen 

Carbon  Dioxid 

Carbon  Dioxid  - Oxygen 

Helium  - Oxygen 

Cyclopropane 

Complete  Apparatus 
lor  Administration 


SMITH-HOLDE  TkT 
COMPANY 

DExter  0742 


Massage 

MISS  RACHEL  LEE  FITZGERALD 

Swedish  Massage 
Corrective  Exercises 

Telephone:  Warren  1015 

Massasoit  Ave.  Barrington,  R.  I. 


Druggist 


J.  E.  BRENNAN  & COMPANY 
Leo  C.  Clark,  Prop. 

APOTHECARIES 

5 North  Union  Street  Pawtucket,  R.  I. 

Sheldon  Building 

5 Registered  Pharmacists 
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a supplemental  aluminum  therapy 


Aluminum  hydroxide  gel  is  accepted  therapy  in  the  management 
of  peptic  ulcer  ...  Its  impressive  record  of  effectiveness  suggested 
the  development  of  an  alternate  aluminum  preparation  to  meet 
particular  requirements  in  certain  cases.'*' 


Phosphaljel,  Wyeth’s  Aluminum  Phosphate  Gel, 
was  originated  by  Wyeth  and  was  used  experi- 
mentally in  the  first  successful  attempt  to  prevent 
postoperative  jejunal  ulcer  in  Mann-Williamson 
dogs.  Some  animals  were  allowed  to  develop 
Mann-Williamson  ulcers  and  the  effectiveness  of 
Phosphaljel  was  further  demonstrated  when  its 
administration  was  followed  by  prompt  healing 
of  these  lesions  in  every  case.1 

In  man,  Phosphaljel  was  found  to  be  most  effective 
in  peptic  ulcer  following  gastrojejunostomy,  a 
condition  which  appears  to  be  analogous  to  the 
Mann-Williamson  ulcer  in  dogs.1 


These  results  suggest  that  Phosphaljel  is  indi- 
cated in  those  cases  of  peptic  ulcer  associated  with 
a relative  or  absolute  deficiency  of  pancreatic  juice, 
diarrhea  or  a low  phosphorus  diet. 

The  suggested  dosage  of  Phosphaljel  is  one,  or 
occasionally,  two  tablespoonfuls  every  two  hours 
during  the  active  stage  of  the  ulcer.  Later  in  the 
course  of  management,  three  tablespoonfuls  with 
meals  and  at  bedtime  or  two  tablespoonfuls  six 
times  daily  with  or  between  meals  is  recommended. 
Wyeth’s  Aluminum  Phosphate  Gel  is  supplied 
in  twelve  fluid  ounce  bottles  and  is  available  at 
all  pharmacies. 


Phosphaljel  contains  4%  aluminum 
phosphate  and  possesses  antacid,  as- 
tringent and  demulcent  properties 
analogous  to  those  of  aluminum  hy- 
droxide gel. 

1 Fauley , G.  B.;  Freeman,  S.;  Ivy,  A.  C.;  Atkinson,  A.  J.,  and  Wigodsky,  H.  S.:  Aluminum 
Phosphate  in  the  Therapy  of  Peptic  Ulcer,  Arch.  Ini.  Med.  67  : 563-578  (March)  1941. 


tPhosphaljel  is  accepted  for  use  in  the 
treatment  of  peptic  ulcer  associated 
with  a relative  or  absolute  deficiency 
of  pancreatic  juice,  diarrhea  or  a low 
phosphorus  diet. 


PHOSPHALJEL 

*yl/uni  inum  (fje/ 

•Reg.U.  S.  Pat.  Off. 


JOHN  WYETH  & BROTHER,  INCORPORATED,  PHILADELPHIA 
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THE  use  of  cow’s  milk,  water  and  carbohydrate  mixtures  represents  the  one  system 
of  infant  feeding  that  consistently,  for  three  decades,  has  received  universal  pediatric 
recognition.  No  carbohydrate  emploved  in  this  system  of  infant  feeding  enjoys  so  rich 
and  enduring  a background  of  authoritative  clinical  experience  as  Dextri-Maltose. 
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"ALL  OUT  OF  STEP  BUT  JIM/" 


# Intelligent  Army  supervision  soon  correets 
the  errors  of  new  recruits.  But  in  civilian  life 
errors  in  personal  health  habits  usually  must  he 
corrected  by  the  physician. 

When  constipation  exists,  the  return  to  reg- 
ular comfortable  bowel  movement  may  often  he 
accomplished  with  the  aid  of  Petrogalar.*  It 
helps  to  soften  hard,  dry  fecal  masses,  render- 
ing the  stool  mobile  and  easy  to  eliminate. 

Consider  Petrogalar  for  the  treatment  of 
constipation.  It  is  palatable,  economical  and 
effective. 

FOR  THE  TREATMENT  OF  CONSTIPATION 

Petrogalar — 

9 Peg.  U.  S.  Pal.  Off.  Petrogalar  is  an  aqueous  suspension  of  pure 
mineral  oil  each  100  cc.  of  which  contains  65  cc.  pure  mineral  oil 
suspended  in  an  aqueous  jelly  containing  agar  and  acacia. 

Petrogalar  Laboratories,  Tnc.  • 8134  McCormick  Boulevard  • Chicago,  Illinois 
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Thus  the  true  value  of  adrenal  cortex  extract  might  never  have  been 
established  had  not  adequate  quantities  of  a potent  material  been  made 
available  for  clinical  trial.  During  the  experimental  period,  when  only 
small  amounts  of  relatively  impotent  extracts  were  obtainable,  opinions  of 
the  therapeutic  value  of  the  cortical  hormones  ran  full  gamut.  Now,  how- 
ever, the  efficacy  of  Sterile  Solution  Adrenal  Cortex  Extract  (Upjohn) 
in  the  treatment  of  adrenal  insufficiency  is  established,  and  other  uses 
are  under  investigation. 


STERILE  SOLUTION  ADRENAL  CORTEX  EXTRACT  (UPJOHN)  is  available  in  10  cc.  rubber-capped  vials 


Upjohn 

KALAMAZOO,  MICHIGAN 


IV 


The  "Catoplrum  Microcosmicum"  is  one  of  the  most 
beautiful  and  rarest  of  medical  works.  This  volume  by 
Johann  Remmelin,  published  in  1619,  contains  fascinat- 
ing anatomical  drawings  with  superimposed  sections. 
Only  three  or  four  copies  of  the  book  are  known  to  exist. 


woman  probably  has  had  to  contend  with  the  meno- 
pause. Only  during  a little  more  than  a decade,  with  the  availability  of  effective  drugs— as  epitomized  by 
Theelin  — has  corrective  medical  treatment  been  possible. 

Theelin  replaces  or  supplements  diminishing  estrogenic  ovarian  secretion  to  "see  the  patient  through" 
until  endocrine  readjustment  occurs. 

Hundreds  of  published  papers  pay  tribute  to  Theelin,  a pure  crystalline  estrogen,  for  meritorious  service 
in  such  hypogonadal  states  as  the  climacteric,  senile  vaginitis,  and  kraurosis  vulvae;  and  also  gonorrheal 
vaginitis  in  children. 

Theelin  is  doubly  checked  to  assure  uniform  potency  ...  by  the  laboratories  of  Parke,  Davis  & Company 
. . . and  the  Biochemical  Laboratory  of  St.  Louis  University. 

Theelin  Suppositories  for  vaginal  use  and  Kapseals*  Theelol  for  oral  administration  are  supplied  for 
sustained  therapy  between  injections  and  for  patients  who  travel.  ^Trademark  Reg.  u.  S.  Pat.  Off 

Ampoules  THEELIN  • Kapseals  THEELOL 

products  of  modern  research  offered  to  the  medical  profession  by 

PARKE,  DAVIS  & COMPANY,  DETROIT,  MICH. 
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The  rationale  of  a 
complete  infant  formula 
in  wartime 


Your  time  has  never  been  so  pre- 
cious. 

Th  ere  has  never  been  a greater 
need  than  now  for  the  physician  to 
seek  out  and  use  every  possible  time- 
saver. 

Such  a timesaver  is  Biolac. 

Biolac  formulas  take  practically 
no  time  to  compute,  because  Biolac 
provides  completely  for  all  nutritional 
needs  of  the  normal  infant  except 
vitamin  C. There  are  no  extra  formula 
ingredients  to  be  calculated. 

Since  Biolac  requires  only  simple 
dilution  with  boiled  water,  as  you  di- 
rect, the  possibility  of  formula  con- 
tamination or  accidental  omission  of 


ingredients  by  mothers  is  minimized. 
You  are  assured  that  the  baby  will  get 
all  the  nutritional  elements  you  pre- 
scribe ...  in  amounts  equal  to  or  ex- 
ceeding recognized  optimal  require- 
ments. 

For  samples  and  professional  infor- 
mation about  Biolac,  write  Borden’s 
Prescription  Products  Division,  350 
Madison  Ave.,  New  York  City. 

NO  LACK  IN 

BIOLAC 

Borden’s  complete  infant  formula 


★Biolac  is  prepared  from  whole  milk,  skim  milk,  lactose,  vitamin  Bi,  concentrate  of  vitamins 
A and  D from  cod  liver  oil,  and  ferric  citrate.  It  is  evaporated,  homogenized,  and  sterilized. 
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Free  to  Physicians 

Infant  Feeding  Manual  For 
Physicians"  is  a concise, 
helpful  monograph  con- 
taining specific  information 
and  tested  Karo  feeding 
formulas.  Sent  postpaid. 
Write  to  address  above. 


MEDICAl 


OXYGEN 

CARBON  DIOXID-OXYGEN 
MIXTURES 

HELIUM-OXYGEN  MIXTURES 
NITROUS  OXID 
CARBON  DIOXID 
CYCLOPROPANE 

* * * 

OXYGEN  TENTS,  FACE  MASKS 
For  Sale  or  For  Rent 

CORP  BROTHERS 

Dexter  8020 

24  Hour  Service 


ANESTHETIC  GASES 

(Medical) 

Nitrous  Oxid 

Oxygen 

Carbon  Dioxid 

Carbon  Dioxid  - Oxygen 

Helium  - Oxygen 

Cyclopropane 

Complete  Apparatus 
lor  Administration 


SMITH-HOLDETtT 
COMPANY 

DExter  0742 
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11th  Edition  Mow  Out  Send  for  Copy 


The  Technique  of 
Fitting  Diaphragms 


A series  of  charts  in  booklet  form  (6x9)  clearly  illustrating  the  tech- 
nique of  fitting  diaphragms  hy  the  physician,  now  accompanied  hy 
the  Dickinson-Freret  Charts  in  two  colors.  For  use  hy  the  physician 
in  explaining  the  technique  to  his  patient.  These  charts  are  regarded 
as  the  most  helpful  explanatory  aid  on  the  subject  ever  published. 
Eleventh  edition  now  out.  Write,  or  use  coupon,  for  a copy. 


Hollar^4-Rantos 

Ocrmpamy.  Snc. 

SSI  FIFTH  AVENUE,  NEW  YORK,  N.  Y. 


Holland-Rantos  Co.,  Inc. 

551  Fifth  Avenue 
New  York,  N.  Y. 

Without  cost,  please  send  your  booklet  on  Fitting  Technique  to: 

Dr 

Street 

City State 


Smoking. . . Nicotine 

—and  the  Strain  of  CURRENT  LIFE 


Camel 

— the  cigarette  of  Costlier  Tobaccos 


A way  to  encourage  patient's 
cooperation  in  adjusting 
smoking  hygiene 


IN  these  unsettled  times,  individuals  may 
tend  to  display  baffling,  sub-clinical 
symptoms.  The  relationship  of  these  symp- 
toms to  smoking  and  nicotine  absorption  can 
be  an  interesting  subject  for  exploration.* 
However,  the  success  of  the  physician’s 
program  is  dependent  upon  the  patients’  full 
cooperation. 

Your  recommendation  of  Camel  cigarettes 
can  be  an  aid  in  this  direction.  Millions  of 
smokers  favor  slow-burning  Camels  for  their 
extra  “pleasure  factor”— true  mildness,  rare 
flavor. 

Given  adequate  support  by  patients,  the 
physician  may  find  case  histories  more  re- 
liable. In  addition,  the  segregation  of  such 
data  may  facilitate  valuable  group  analyses. 


* The  Military  Surgeon,  Vol.  89,  No.  1,  t>.  5,  July,  1941 
J.  A.  M.  A.,  93:1110- October  12,  1929 
Bruckner , H.—Die  Biochemie  des  Tabaks,  1936 

★ ★ 


“THE  CIGARETTE,  THE  SOLDIER,  AND 
THE  PHYSICIAN,”  The  Military  Surgeon, 
July,  1941.  Reprint  available.  Write  Camel  Cig- 
arettes, Medical  Relations  Division,  1 Pershing 
Square,  New  York  City. 
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• Vitamin  D becomes  an  integral  part  of  milk  when  it  is  added  in 
the  form  of  Drisdol  in  Propylene  Glycol.  Administration  of  the  anti- 
rachitic vitamin  is  thus  made  simple  and  easy.  Relatively  small  doses 
suffice  for  the  prevention  of  rickets — 2 drops  in  the  daily  milk  ration. 

Drisdol  in  Propylene  Glycol 

does  not  float  on  milk  does  not  have  a fishy  taste 

does  not  adhere  to  bottle  does  not  have  a fishy  odor 

Drisdol  in  Propylene  Glycol— 10,000  units  per  gram — is  available  in  bot- 
tles containing  5 cc.  and  50  cc.  A special  dropper  delivering  250  U.S.P. 
vitamin  D units  per  drop  is  supplied  with  each  bottle. 


WINTHROP  CHEMICAL  COMPANY,  INC. 


Pharmaceuticals  of  merit  for  the  physician 

NEW  YORK,  N.  Y.  WINDSOR,  ONT. 


WINTHROP 


DRISDOL 

Reg.  U.  S.  Pat.  Off.  & Canada 

Brand  of  CRYSTALLINE  VITAMIN  D 
from  ergosterol 

IN  PROPYLENE  GLYCOL 
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S.M.A.  CORPORATION  • 8100  McCORMICK  BOULEVARD  • CHICAGO,  ILLINOIS 


• Directions  on  how  to  mix  anti  feed  S-M-A 
can  be  explained  to  the  mother  and  nurse 
in  two  minutes. 


• S-M-A  is  more  easily  digested  by  the 
normal  infant  because  of  the  all-lactose 
carbohydrate  and  the  unique  S-M-A  fat. 

• With  S-M-A  nothing  is  left  to  chance.  All 
the  vitamin  requirements,  except  ascorbic 
acid,  together  with  additional  iron  are 
included  in  S-M-A  in  the  proper  balance, 
ready  to  feed. 


• S-M-A  fed  infants  compare  favorably 
with  breast-fed  infants  in  growth  and 
development. 


S'/W'd-' 


*S-M-A,  a trade  mark  of  S.M.A.  Corporation,  for  its  brand  of  food  especially  prepared  for  infant  feeding— derived  from 
tuberculin-tested  cow's  milk,  the  fat  of  which  is  replaced  by  animal  and  vegetable  fats,  including  biologically  terted  cod 
liver  oil,  with  the  addition  of  milk  sugar  and  potassium  chloride;  altogether  forming  an  antirachitic  food.  When  diluted 
according  to  directions,  it  is  essentially  similar  to  human  milk  in  percentages  of  protein,  fat,  carbohydrate  and  ash,  in  chemical 
constants  of  the  fat  and  physical  properties. 


IN  INFANT  FEEDING 
...IT  SAVES  MY  TIME 
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"What  are  the  magic  words?” 

No  magic  words,  no  magic  wand  can  improve  a 
cigarette.  Something  more  tangible  is  needed. 

Philip  Morris  superiority  is  due  to  a different 
method  of  manufacture,  which  produces  a ciga- 
rette proved ^ definitely  less  irritating  to  the 
smoker  s nose  and  throat. 

Perhaps  you  prefer  to  make  your  own  tests. 

Many  doctors  do.  And  may  we  add,  those  are  the 
doctors  who  become  Philip  Morris’  staunch- 
est friends. 

Philip  Morris 

Philip  Morris  & Co.,  Ltd.,  Inc. 

119  Fifth  Avenue,  N.  Y. 

* Laryngoscope,  Feb.  1935,  Vol.  XLV.  No.  2,  149-154  . 

Laryngoscope.  Jan.  19  37,  Vol.  XLVII,  No.  1,  58-60 


TO  PHYSICIANS  WHO  SMOKE  A PIPE:  We  suggest  an  un- 
usually fine  new  blend — Country  Doctor  Pipe  Mixture.  Made  by  the 
same  process  as  used  in  the  manufacture  of  Philip  Morris  Cigarettes. 
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Ihe  well-being  of  hundreds  of  thousands  of  diabetic  patients 
would  be  disturbed  if  the  strength  of  lots  of  Iletin  (Insulin, 
Lilly)  should  vary  from  the  potency  stated  on  the  label.  LTni- 
formity  is  assured  by  vigilant  testing — tests  of  crude  materials, 
tests  to  control  processing,  tests  for  purity,  sterility,  and  sta- 
bility. Data  for  the  standardization  of  one  master  lot  of 
Iletin  (Insulin,  Lilly)  may  aggregate  convulsion  tests  on  several 
thousand  mice  and  blood -sugar  curves  of  one  or  two  thousand 
rabbits.  It  is  estimated  that  more  than  a million  blood-sugar 
determinations  have  been  made  in  the  twenty  years  of  Insulin 
testing — another  example  of  the  art  of  doing  things  well. 
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NEW  PHASES  OF  CANCER  RESEARCH 
Herman  C.  Pitts,  M.D. 

President  of  the  American  Society  for  the 
Control  of  Cancer 


“When  in  any  nation,  the  number  of  those  who 
receive  becomes  greater  than  the  number  of  those 
who  give,  then  is  the  very  existence  of  that  state 
in  clanger!”  So  wrote  a famous  Roman  jurist  in 
the  time  of  the  Caesars.  The  final  disintegration 
and  fall  of  Rome  justified  his  words.  Bread  and 
Circuses ! The  support  of  the  many  by  the  State. 
The  use  of  State  funds  collected  from  the  few  to 
support  the  idle  and  the  lazy  that  in  those  days 
constituted  the  many,  went  on  for  years  before  the 
final  catastrophe.  But  that  final  catastrophe  was 
certain.  The  contagion  of  selfishness  is  as  great  as 
that  of  the  measles.  The  will  to  stand  on  one's  own 
feet,  the  will  to  be  independent  is  alas,  too  quickly 
lost  in  the  scramble  to  receive  just  as  much  as  one’s 
neighbor. 

The  student  tells  us  that  history  repeats  itself  over 
and  over  again.  History  is  something  we  study  but 
apparently  never  learn  from.  Civilizations  rise  and 
civilizations  decay  and  the  decay  is  invariably  found 
in  the  refusal  of  individuals  to  remain  independent 
by  creating  social  security  for  themselves  person- 
ally. Carried  a little  further,  social  security  in  units 
of  one  as  expressed  by  each  family  and  since  the 
State  is  nothing  more  than  a great  agglomeration 
of  such  units  united  for  the  sake  of  mutual  protec- 
tion and  human  contacts,  the  social  security  prac- 
ticed by  each  unit,  means  social  security  for  the 
whole  nation  without  the  elaborate  machinery  set 
up  by  the  State  to  secure  such  an  ideal. 

Certainly  in  the  early  days  of  our  own  country 
such  a system  prevailed.  Each  family  or  each  com- 
munity took  care  of  its  own  sick  and  poor  and 
generally  unfortunate.  Thrift  made  them  put  some- 
thing aside  against  that  rainy  day  that  is  bound 
to  come  sooner  or  later  if  enough  years  are  added 


to  one’s  life  span.  One  wonders  sometimes  if 
science  hasn’t  played  tricks  on  the  human  race  ; if  it 
hasn't  rather  added  to  the  difficulties  by  increasing 
the  expectancy  of  life  to  63 j/2  years  ! 

Of  course  all  such  harping  back  to  what  has  been, 
will  bring  a howl  of  protest  from  those  progressives 
who  maintain  that  conditions  have  changed  so  mate- 
rially with  our  industrial  development  that  what 
was  perhaps  right  and  proper  in  the  old  days  no 
longer  pertains.  And  in  a measure  that  is  perfectly 
true.  The  mass  of  population  is  much  more  at  the 
mercy  of  trade  fluctuations  that  are  no  longer  local 
but  affect  the  whole  world.  That  we  are  more 
humane,  more  moved  by  the  sufferings  of  others 
we  can  grant.  That  we  should  point  with  pride  to 
definite  progress  away  from  the  brute  beast  is  more 
doubtful.  For  how  reconcile  such  supposed  prog- 
ress with  the  present  most  unprovoked,  most  brutal 
war  that  was  ever  fought.  Human  nature  has  not 
changed  very  much  since  the  days  of  ancient  Greece 
and  Rome.  The  thin  veneer  of  what  we  are  pleased 
to  call  “civilization”  is  so  easily  lost  at  the  first 
contact  with  harsh  reality  that  after  all  the  words 
of  that  old  Roman  jurist  carry  as  much  force  today 
as  they  did  when  they  were  uttered  hundreds  of 
years  ago.  They  are  so  true  they  will  bear  repeat- 
ing again  and  again  in  the  hope,  very  likely  a vain 
hope,  that  their  solemn  warning  may  help  stem  the 
rising  tide  of  paternalism  in  Government  that  will 
in  the  end  produce  conditions  parallel  to  those  in 
Ancient  Rome,  where  the  leader  of  the  moment 
who'  promised  more  bread  and  larger  circuses  car- 
ried the  unthinking  mob  with  him  to  the  ultimate 
destruction  of  themselves  and  their  country  ! 

They  tell  us  that  greater  dependence  on  Govern- 
ment is  a world  movement  that  is  part  of  human 
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evolution.  That  we  are  playing  the  part  of  little 
Canutes  if  we  oppose  the  rising  tide!  All  this  is 
possibly  true.  Even  the  lessons  of  history  may 
better  he  ignored.  On  the  other  hand  certain  factors 
have  undoubtedly  come  in  to  accelerate  the  tendency 
and  make  the  demand  more  imperative.  Here  pos- 
sibly progress  in  science  may  modify  these  tenden- 
cies or  perhaps  even  prevent  the  establishment  of 
conditions  that  history  shows  are  subversive  to 
stable  government. 

Think  for  a moment  that  not  many  years  ago 
very  few  men  or  women  lived  beyond  their  produc- 
tive period  of  life.  The  old  and  those  suffering 
from  chronic  disease  just  didn't  exist  in  any  great 
number.  Now  science  by  eliminating  the  contagious 
and  infectious  diseases,  by  conquering  plagues,  has 
increased  the  span  of  life  to  such  a great  extent  that 
we  have  with  us  a vast  population  of  men  and 
women  over  fifty — a population  that  is  subject  to 
the  many  disabling  diseases  of  senescence  that  are 
slow  in  killing,  but  on  the  other  hand  make  demands 
on  the  well  for  a tremendous  expenditure  of  money 
and  time  for  their  care.  It  is  to  meet  this  demand 
on  the  purses  and  time  of  people  who  have  little  of 
either  to  give,  that  Government  has  been  called  in 
to  help.  So  you  see  that  science  by  increasing  our 
life  span  is  responsible  in  large  measure  for  in- 
creasing paternalism  and  that  it  is  also  to  science 
that  we  must  look  for  at  least  a partial  solution. 
For  if  science  can  discover  the  cause  and  so  the 
cure  or  prevention  of  these  many  diseases  of  sen- 
escence then  the  thousands  who  are  now  a charge 
on  someone  for  their  care,  can  be  kept  at  useful 
and  gainful  occupation  for  a longer  time. 

It  is  rather  a large  order  and  perhaps  science  is 
unequal  to  the  task.  The  solution  is,  however,  so 
important  that  it  may  be  of  interest  to  review  what 
science  is  doing  to  combat  one  of  the  diseases  that 
often  attacks  human  beings  at  the  time  of  greatest 
usefulness,  when  they  can  ill  afford  for  both  eco- 
nomic and  social  reasons  to  become  charges  on 
others.  Let  us  consider  cancer. 

Here  we  have  a disease  that  kills  in  the  neighbor- 
hood of  158,000  persons  annually  in  the  United 
States.  If  we  multiply  this  figure  by  three  we  can 
say  there  are  roughly  474,000  cases  of  cancer  in  the 
country  at  all  times.  This  is  a large  figure,  an  im- 
posing figure  whose  elimination  as  a possible  source 


of  disability  and  consequent  public  care  would  aid 
considerably  in  reducing  the  number  of  those  who 
receive. 

Let  us  see  what  the  latest  lines  of  research  are, 
first  in  searching  for  the  cause,  second  in  improving 
present  lines  of  attack,  and  third  in  finding  new 
methods  of  treatment. 

Cancer  research  is  by  no  means  new  of  course, 
Ever  since  the  dawn  of  history  men  have  hunted 
for  the  cause  and  have  advanced  countless  theories 
to  explain  its  existence.  \\  ith  the  coming  of  the 
microscope  they  thought  surely  “now  we  can  see 
what  it  is"  ! But  alas  with  all  the  aids  that  develop- 
ing science  brought,  the  final  discovery  was  no 
nearer.  A tremendous  step  in  advance  was  made 
in  1914  when  two  Japanese,  Yamagiwa  and  Ichi- 
kawa showed  that  cancer  of  the  skin  could  be 
produced  in  rabbits  by  painting  their  ears  with 
coal  tar.  The  Japanese  and  all  things  Japanese  are 
anathema  to  us  just  now  and  rightly  so;  hut  we 
must  give  those  two  credit  for  making  practical 
use  of  a suggestion  made  nearly  140  years  previ- 
ously and  lost  like  so  many  brilliant  suggestions  in 
dusty  archives.  In  1775  Percival  Pott  gave  an 
excellent  description  of  chimney  sweeps  cancer 
under  the  name  “Cancer  Scroti"  and  cited  soot 
(coal  tar)  as  the  cause.  It  does  seem  incredible 
that  Western  scientists  should  have  let  the  upstart 
Japanese  point  the  way  to  an  avenue  of  research 
of  the  greatest  importance.  In  1924  Kenneway 
and  Cook  in  England  separated  one  of  the  fractions 
in  coal  tar  that  proved  to  be  an  active  agent  and 
since  then  they  and  others  have  by  separation  or  by 
synthesis  developed  a great  number  of  cancerigenic 
agents — agents  that  cause  cancer  in  an  animal  when 
applied  to  the  skin  or  when  injected  into  its  tissues. 

The  most  active  of  all  these  cancerigenic  agents 
is  methyl-cholanthrene,  which  Cook  produced  by 
the  dehydration  of  bile  acids.  Furthermore  it  has 
been  found  that  there  is  a very  great  similarity  in 
structure  between  the  sex  hormones  and  some  of 
the  cancerigenic  agents  produced  from  coal  tar. 
The  similarity  of  sex  hormones  to  the  cancerigenic 
agents  was  further  emphasized  when  Lacassagne 
in  Paris  proved  that  cancer  of  the  breast  in  mice 
could  be  produced  bv  long  continued  injection  of 
large  doses  of  estrin.  His  results  have  been  veri- 
fied many  times.  Dr.  W.  U.  Gardner  and  his  co- 


November,  1942 


CANCER  RESEARCH 


227 


workers  in  the  laboratories  of  Yale  University 
Medical  School  have  shown  by  great  numbers  of 
microscopic  sections  taken  at  various  intervals  dur- 
ing the  administration  of  estrin,  the  primary  stimu- 
lation of  breast  tissue  with  hypertrophy,  then  the 
gradual  inflammatory  change  and  finally  the  devel- 
opment of  true  cancer. 

It  is  very  seldom  certain  that  findings  in  animal 
experimentation  will  apply  equally  to  man.  Never- 
theless the  results  here  may  very  well  make  us  pause 
in  our  rather  indiscriminate  use  of  estrogens  in 
large  doses  and  over  long  periods  of  time. 

The  similarity  of  various  cancerigenic  agents  to 
bile  acids  and  sex  hormones  opens  another  most 
interesting  line  of  research.  Isn't  it  quite  possible 
that  through  some  slight  fault  in  normal  metabolism 
these  perfectly  normal  compounds  are  changed  to 
produce  the  harmful  cancerigenic  agents  and  that 
these  circulating  in  the  blood  find  lodgment  in  an 
area  of  chronic  inflammation  and  so  produce  malig- 
nant growths  ? You  may  be  sure  that  many  labora- 
tories are  tackling  the  problem  from  this  angle— 
so  far  without  result. 

Another  tremendously  interesting  field  is  being 
cultivated  at  the  Jackson  Memorial  Laboratory  in 
Bar  Harbor,  Maine.  There  Bittner,  Little  and  co- 
workers have  shown  that  there  is  a controlling 
factor  for  or  against  tumor  formation  transmitted 
through  the  mother's  milk.  This  they  call  the  “milk 
factor".  By  inbreeding  through  many  generations, 
the  laboratories  in  this  country  have  developed 
several  genetically  pure  strains  of  mice.  Among 
breeding  females  of  one  strain  cancers  of  the 
breast  will  occur  spontaneously  in  over  90%,  while 
in  another  strain  it  is  practically  never  seen.  The 
amazing  thing  is  that  if  the  young  from  the  cancer 
susceptible  strain  are  foster-nursecl  by  mothers  of 
the  resistant  strain,  they  acquire  an  immunity  and 
develop  very  few  if  any  tumors  and  their  offspring 
in  turn  show  a marked  lessening  of  tumor  forma- 
tion. The  reverse  is  also  true  to  a somewhat  less 
degree,  viz  — that  young  from  cancer  resistant 
mothers  if  nursed  by  cancer  susceptible  females 
show  a definite  increase  in  tumor  development. 

There  is  a great  temptation  of  course  to  apply 
this  finding  immediately  to  human  beings.  But 
until  something  more  definite  is  known  of  just 
what  this  “milk  factor”  is,  it  would  be  far-fetched 


and  useless  to  tell  a woman  whose  mother  had 
cancer  of  the  breast  that  she  should  not  nurse  her 
female  offspring! 

Enough  has  been  said  to  show  that  new  lines  of 
attack  in  the  search  for  the  cause  of  cancer  are 
being  developed  constantly.  It  would  be  tiresome 
and  much  beyond  the  scope  of  this  paper  to  elab- 
orate this  theme  to  any  greater  extent.  So  let  us 
pass  on  to  the  second  of  our  sub-headings  or  the 
improvements  that  have  taken  place  in  already 
established  lines  of  attack.  Here  again  the  field  is 
large  and  waiting  cultivation  ! 

Surgery,  X-ray  and  Radium  still  remain  our  sole 
reliance.  Refinements  in  surgical  technique  and  a 
gradual  enlargement  of  the  field  of  surgical  ap- 
proach go  on  constantly:  as  for  instance,  see  the 
tremendous  strides  lung  surgery  has  made  in  these 
very  few  years.  But  the  general  principles  of  wide 
excision  of  the  growth  along  with  removal  of  neigh- 
boring lymph  nodes  pertain  today  just  as  in  the 
days  of  Halstead  and  others.  There  is  a definite 
revival  of  Lawson  Tait’s  resort  to  castration  in 
cancer  of  the  breast  in  females.  This  is  so  easily 
done  at  the  present  time  by  X-ray,  that  many  think 
it  worth  while.  Now  doubt  is  being  cast  on  the 
effectiveness  of  X-ray  castration.  The  claim  is 
made  that  an  essential  part  of  the  ovary  is  not 
destroyed  by  X-ray  and  that  castration  must  be 
by  actual  surgical  removal.  At  the  Memorial  Hos- 
pital in  New  York,  experiments  are  under  way  to 
prove  or  disprove  this  contention. 

For  some  years  now  radiologists  and  clinicians 
as  well,  have  held  the  idea  that  some  substance 
might  be  found  that  injected  into  the  blood  stream, 
or  even  into  the  tumor  itself,  would  greatly  enhance 
the  action  of  X-ray  or  radium.  Failla  at  Memorial 
Hospital  suggested  distilled  water  as  a possible 
agent.  Since  the  first  action  of  X-ray  is  to  cause  a 
swelling  of  the  cell,  he  felt  that  if  this  could  he 
accomplished  by  the  injection  of  water  before  ex- 
posure to  X-ray  or  radium  the  effect  from  those 
agents  would  be  greatly  increased.  Unfortunately 
no  satisfactory  method  of  injecting  the  cells  with 
water  has  been  found  so  far.  Just  the  same  it  is 
perfectly  possible  that  some  chemical  may  be  found 
with  a particular  affinity  for  cancer  tissue.  It  may 
not  be  deleterious  to  cancer  cells  itself,  but  it  plus 
X-ray  or  radium  may  be  effective  in  completely 
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destroying  the  tumor  tissue.  At  the  Rhode  Island 
Hospital  we  have  tried  many  metals  with  this  end 
in  view,  so  far  without  result. 

There  is  doubt  in  the  minds  of  many  whether 
the  super  voltage  X-rav  is  any  more  effective  in 
treating  cancer  than  the  200  to  400  kilo-volt  ma- 
chine. We  have  quite  a number  of  million  volt 
machines  in  operation  in  the  United  States  already. 
Now  Dr.  Kerst  at  the  General  Electric  Laboratories 
is  working  on  what  he  calls  an  “electron  acceler- 
ator”. With  this  he  hopes  to  develop  X-rays  of  one 
hundred  million  volt  energy.  If  this  can  be  devel- 
oped, and  the  beam  of  energy  successfully  con- 
trolled it  will  certainly  take  the  place  of  present 
day  X-ray  in  the  treatment  of  deep  seated  growths. 
All  this  is  for  the  future,  however,  because  much 
experimentation  must  he  done  before  it  can  be 
applied  to  human  beings  safely. 

The  development  of  the  cyclotron  has  opened  up 
a new  avenue  for  the  introduction  of  radio-active 
substances  directly  into  the  human  body. 

By  bombarding  red  phosphorus  with  deuterons 
in  the  cyclotron,  an  isotope  of  phosphorus  is 
formed  which  has  radio-active  properties,  with  a 
half  decay  life  of  about  14  days.  This  radio-active 
phosphorus  can  he  converted  into  di-sodium  acid 
phosphate  which  still  retains  its  radio-activity. 

Lawrence  of  California  has  found  that  this  given 
orally  or  parenterally,  has  a marked  effect  in  allevi- 
ating the  symptoms  of,  or  perhaps  in  even  curing 
leukemia.  The  white  count  drops  and  the  size  of 
the  spleen  is  markedly  reduced  without  creating  any 
untoward  symptoms  in  the  patient.  Of  course  this 
new  application  of  radio-activity  presents  fasci- 
nating possibilities  and  has  been  seized  upon  imme- 
diately for  experimentation.  Kenney,  Craver,  and 
Marinelli  working  at  Memorial  Hospital  in  New 
York  have  carried  on  extensive  studies  on  the 
absorption  of  radio-active  phosphorous  by  various 
types  of  tumors  and  by  normal  tissues.  The  results 
show  that  cancer  of  the  breast  for  instance  absorbs 
no  greater  amount  than  muscle  or  skin  or  any  other 
normal  tissue  studied,  while  osteo-genic  sarcoma 
and  the  enlarged  glands  of  lympho-sarcoma  show 
a greatly  increased  absorption. 

So  here  we  have  a perfectly  new  and  apparently 
safe  method  of  radiation  of  the  whole  body  with  a 


small  hut  definite  concentration  of  the  radio-active 
substance  in  tumors  of  certain  types.  The  results 
in  osteo-genic  sarcoma,  leukemia  and  lympho-sar- 
coma are  certainly  encouraging  enough  to  warrant 
trying  for  a maximum  effect  in  these  otherwise 
hopeless  diseases. 

Under  our  third  sub-heading,  or  the  finding  of 
new  mehods  of  treatment,  two  lines  of  attack  are 
suggested  that  offer  amazing  possibilities. 

The  first  comes  as  the  result  of  experiments  with 
butter  yellow  (dimethylaminoazobenzene)  in  rats. 
Here  we  must  perforce  refer  again  to  Japanese 
scientists,  for  in  1935  Sasaki  and  Yoshida  reported 
the  production  of  liver  cancer  in  rats  by  feeding 
this  substance  to  animals  kept  on  a deficient  diet. 
Later  on  it  was  found  by  other  Japanese  research 
workers  that  rats  fed  butter  yellow  did  not  develop 
cancer  if  rice  bran,  yeast  or  liver  extract  were  added 
to  the  diet.  These  findings  have  been  verified  by 
C.  P.  Rhoads,  Kanematsu  Sugiura  and  many  others 
working  in  this  country.  So  here  we  have  experi- 
ments that  show  very  definitely  that  cancer  in  rats 
at  least  can  be  the  result  of  a cancerigenic  agent 
plus  a diet  deficient  in  essential  vitamins.  A great 
many  workers  in  cancer  have  for  a long  while  held 
the  belief  that  cancer  is  a deficiency  disease.  It  isn’t 
beyond  the  realm  of  possibility  that  further  re- 
search along  these  lines  will  prove  that  to  he  the 
case. 

The  second  of  the  two  new  methods  of  approach 
to  the  treatment  of  cancer  was  probably  suggested 
by  the  amazing  results  obtained  from  the  use  of 
drugs  of  the  sulfa  group.  About  three  years  ago, 
Moses  Crossley,  a Brown  graduate  and  now  chief 
chemist  for  the  Calco  Chemical  Co.,  suggested  to 
our  Research  Department  at  the  Rhode  Island  Hos- 
pital that  he  produce  a series  of  new  compounds 
somewhat  related  to  the  sulfa  group  and  that  then 
the  Department  try  them  out  experimentally  on  ani- 
mals. Unfortunately  the  equipment  in  the  Hospital 
laboratory  was  not  sufficient  to  carry  on  such  work 
satisfactorily  and  the  offer  had  to  be  declined. 
Apparently  the  same  thought,  viz : — that  some 
compound  might  he  developed  that  is  cyto-static 
just  as  the  sulfa  group  is  bacterio-static,  occurred 
also  to  C.  P.  Rhoads  at  the  Memorial  Hospital  in 
New'  York.  So  these  two  are  now  working  to- 
gether. Some  60  compounds  have  been  studied 
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so  far.  Dr.  Rhoads  himself  acknowledges  that  the 
whole  search  is  a rather  hit  or  miss  affair.  The 
actual  application  of  this  “hit  or  miss”  program, 
however,  calls  for  most  accurate  and  most  difficult 
laboratory  technique.  The  whole  study  is  based  on 
the  metabolic  rate  of  tissues  removed  after  the 
ingestion  of  varying  amounts  of  the  different  drugs. 
Since  metabolism  stops  in  about  five  hours  after 
tissues  are  removed  from  a body,  the  stage  must 
he  set  and  all  work  done  promptly  or  that  particular 
experiment  is  worthless.  Tumor  bearing  animals 
of  course  are  used.  The  metabolic  rate  of  normal 
tissues  subjected  to  the  drug  must  be  known  as 
well  as  the  rate  for  the  tumor  present.  Because  of 
course  it  is  quite  possible  a particular  drug  might 
act  on  the  liver,  or  kidney  or  some  other  organ  to 
such  an  extent  that  it  would  be  of  no  practical  use 
no  matter  what  its  action  on  the  tumor. 

A lowering  of  the  metabolic  rate  as  compared 
with  the  normal  for  any  particular  tissue  is  assumed 
to  be,  and  undoubtedly  is,  a measure  of  the  extent 
of  damage  being  done  by  the  drug  ingested.  If  in 
the  course  of  these  experiments  a drug  is  found 
with  particular  affinity  say  for  cancer  of  the  breast, 
then  by  a proper  adjustment  of  dosage  the  tumor 
may  either  be  completely  destroyed  or  at  least  have 
its  growth  rate  greatly  reduced. 

Of  course  a major  difficulty  can  be  pointed  out 
immediately.  For  it  may  he  necessary  to  hunt  for 
a different  drug  for  every  different  type  of  tumor. 
This  would  entail  almost  endless  research.  But  if 
even  a little  help  is  given  in  dealing  with  the  cancer 
problem,  the  time  and  labor  are  well  spent. 

So  far  the  work  has  had  this  much  encourage- 
ment. One  of  the  drugs  tested  has  had  a very  defi- 
nite action  on  breast  cancer.  Whether  this  action 
can  be  increased  sufficiently  to  kill  the  tumor  re- 
mains to  he  seen.  Possibly  the  addition  of  X-ray 
might  cause  the  already  damaged  growth  to 
regress  entirely.  Enough  has  been  said  to  show 
that  science  is  reaching  out  in  all  directions  for 
ways  and  means  to  combat  the  menace  of  cancer. 

Although  much  was  said  in  the  early  part  of  this 
discussion  of  cancer’s  economic  aspects,  it  must  not 
he  assumed  that  science  is  coldly  interested  in  that 
alone.  The  relief  of  human  suffering  is  still  its 
main  objective  and  the  search  for  that  happy  relief 
will  go  on  and  on  while  kingdoms  rise  and  king- 
doms fall ! 


AN  EXPERIMENT  IN  SICKNESS 
INSURANCE 

John  E.  Farrell 

Executive  Secretary,  Providence  Medical  Association 

SICK  Ar  ESS.  An  individual  shall  be  deemed  to  be 
sick  in  any  week  in  which,  because  of  his  physical 
or  mental  condition,  lie  is  unable  to  perform  any 
sendees  for  wages. 

With  this  definition  as  its  basis  the  new  Rhode 
Island  Cash  Sickness  Compensation  Act  will  in- 
augurate, in  1943,  the  first  compulsory  sickness 
insurance  plan  to  be  attempted  by  any  state  in  the 
country.  Actually  the  program  is  in  partial  opera- 
tion at  the  present  time,  for  payroll  deductions  are 
being  made  of  employee  wages,  effective  as  of  last 
June  first,  and  a sizable  fund  is  in  the  process  of 
accumulation  to  provide  the  reserve  bank  from 
which  benefits  will  he  paid  to  Rhode  Island  workers 
who  are  unemployed  because  of  sickness  after  April 
1,  1943. 

In  view  of  the  nationwide  interest  in  this  legisla- 
tion. an  interest  that  has  given  rise  to  much  specula- 
tion as  to  the  possibility  of  the  adoption  of  similar 
plans  in  other  states,  and  also  to  the  possibility  that 
it  may  be  the  first  step  in  the  long-discussed  ques- 
tion of  state  and  federal  compulsory  health  insur- 
ance programs,  a brief  explanation  of  the  history 
of  the  legislation  seems  in  order. 

Five  states  in  the  country  require  employee  con- 
tributions to  their  unemployment  compensation 
funds,  and  of  these  states  Rhode  Island  has  the 
highest  tax  on  the  employee.  In  all  other  states  the 
employer  carries  the  entire  burden  of  the  tax.  Thus 
we  find  that  populous,  industrial  Rhode  Island,  as 
the  result  of  the  3%  unemployment  compensation 
tax  divided  equally  hv  the  employer  and  the  em- 
ployee and  assessed  on  the  annual  wage  scale  of 
employees,  has  amassed  a reserve  fund  of  approxi- 
mately twenty-eight  million  dollars— -a  sum  more 
than  sufficient  for  immediate  needs,  and  certainly 
ample  to  meet  future  demands,  even  excessive  ones. 

But  before  agitation  could  be  created  by  the  em- 
ployee to  demand,  or  even  request  the  elimination 
of  his  share  of  the  tax  in  view  of  the  reserve  accu- 
mulated. a movement  instigated  by  the  Unemploy- 
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nient  Compensation  Board  to  divert  part  of  the 
employee  tax  to  create  a cash  sickness  compensa- 
tion fund  (reportedly  with  the  endorsement  of 
labor  leaders)  gained  the  active  support  and  coun- 
sel of  the  Social  Security  Board.  These  groups  pre- 
pared the  legislation,  moved  it  through  the  General 
Assembly  without  any  difficulty,  and  saw  it  enacted 
as  law  on  April  29,  1942.  Significant  in  the  entire 
procedure  was  the  failure  to  consult  at  any  time 
the  medical  profession  upon  whom  it  is  now  ap- 
parent the  burden  for  much  of  the  future  success 
of  the  plan  will  devolve.  Nor  has  it  ever  been  made 
too  clear  why  the  entire  sickness  tax  is  deducted 
from  the  employee  contributions,  and  not  equally 
shared  by  the  employer,  for  the  new  law  draws  all 
its  revenue  by  taking  1%  of  the  1 tax  imposed 
on  the  worker. 

As  it  is  to  be  operated  the  new  law  is  similar 
to  the  present  unemployment  compensation  law  of 
the  state,  being  administered  by  the  unemployment 
compensation  board  and  paying  benefits  corre- 
sponding to  those  already  given  the  jobless  worker 
who  is  well  and  available  for  work.  The  amount  of 
the  benefit  depends  on  the  total  benefit  credits 
amassed  during  the  base  period  and  on  the  highest 
quarterly  wages  of  the  worker,  and  the  rates  range 
from  $7.50  to  $18  a week.  There  is  a one  week 
required  waiting  period  after  absence  from  the  job 
because  of  sickness  before  benefit  payments  begin, 
and  this  ruling  will  be  amended  at  the  next  Assem- 
blv  session  to  provide  that  the  one  week  waiting- 
period  in  the  sickness  act  shall  be  required  before 
each  period  of  illness. 

From  a medical  viewpoint  the  new  law  offers 
many  vexing  problems.  In  the  first  instance  the 
definition  of  sickness  is  very  broad,  and  in  spite  of 
the  fact  that  the  Board  administering  the  act  has 
the  right  to  make  regulations  there  is  certain  to  be 
difficulty  in  limiting  the  certification  of  illness  to 
that  of  doctors  of  medicine,  since  the  statutes  recog- 
nize the  right  of  other  groups  to  practice  the  healing 
art  in  the  state.  And  therein  lies  the  possibility  of 
many  questionable  claims,  and  certainly  a loss  of 
invaluable  scientific  data  because  of  conflicting  diag- 
noses, which  would  be  of  great  value  in  a study  of 
future  programs  of  health  care  in  the  state. 

Then  again,  the  Compensation  Board  anticipates 
that  the  certification  shall  be  done  by  the  individual 


physician.  This  plan  is  fraught  with  dangers  and 
certainly  cannot  work  easily  to  the  best  advantage 
of  all  parties  concerned.  It  places  the  physician 
under  an  obligation  to  judge  the  right  of  the  patient 
to  a claim  for  benefits  when  he  is  more  concerned 
with  the  health  care  of  the  individual.  Then,  too, 
the  physician  might  he  called  to  attend  the  patient 
during  the  first  or  waiting  week,  and  might  not 
have  cause  to  make  a return  visit,  yet  he  would  he 
expected  to  certify  an  extended  length  of  illness  at 
a risk  of  his  losing  a patient,  or  patients,  on  the  one 
hand,  and  at  a risk  of  personal  reputation  for  in- 
tegrity on  the  other. 

Or  again,  one  physician  might  attend  the  claimant 
the  first  week,  and  another  physician  the  following 
week,  with  a possible  conflict  in  diagnosis  resulting, 
in  some  instances  due  to  complications  arising  in 
the  development  of  the  illness  ; yet  the  certification 
must  rest  with  the  physicians,  and  they  must  deter- 
mine that  the  patient  was  unable  to  perform  ANY 
services  for  wages. 

Perhaps  the  solution  of  this  certification  problem 
may  rest  in  the  recommendation  of  the  Reference 
Committee  of  the  American  Medical  Association 
which,  in  reporting  to  the  House  of  Delegates  at 
the  special  meeting  in  1938,  on  the  National  Health 
Program,  endorsed  the  principle  of  compensation 
of  loss  of  wages  during  sickness,  but  with  the 
reservation  that  “in  the  interest  of  good  medical 
care  the  attending  physician  should  be  relieved  of 
the  duty  of  certification  of  illness  and  recovery, 
which  function  should  be  performed  by  a qualified 
medical  employee  of  the  disbursing  agency." 

Although  the  opinion  has  been  widely  expressed 
that  the  new  legislation  is  a “health  insurance  act”, 
the  Unemployment  Compensation  Board  has  been 
specific  in  stating  that  the  law  "is  not,  and  was  not 
intended  to  be,  a health  program.”  Although  it 
furthers  an  objective  which  has  been  expressed  in 
various  proposals  for  nationwide  health  insurance 
under  the  social  security  act,  the  Rhode  Island  law 
protects  only  those  under  the  state  unemployment 
compensation  law,  while  federal  proposals  would 
have  a broader  coverage  in  terms  of  workers  and 
types  of  benefits. 

It  is  true,  a phase  of  health  conservation,  at  least 
a form  of  health  education,  is  possible  under  the 
sickness  act  with  the  requirement  that  a physician 
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must  certify  the  sickness  claim.  Such  a requirement 
should  undoubtedly  send  many  patients  to  the  doc- 
tor at  an  earlier  hour  if  for  no  other  reason  than  to 
protect  their  benefit  claim,  and  thereby  a certain 
valuable  amount  of  preventive  as  well  as  curative 
service  may  he  rendered,  dependent  upon  the  per- 
sons authorized  to  certi  fy  the  illness. 

The  question  has  been  repeatedly  posed  as  to 
whether  the  act  is  a “home  rule”  plan  or  whether 
it  has  federal  implications.  Prior  to  enactment  the 
law  was  reviewed  by  members  of  the  staff  of  the 
federal  Social  Security  Board  and  comments  and 
suggestions  were  solicited  and  received  from  them. 
From  this  alliance  have  come  one  or  two  phases  of 
the  act  which  may  have  future  bearing  on  its  local 
operation,  as  well  as  upon  similar  plans  elsewhere. 

For  one  thing,  the  plan  calls  for  utilization  of  the 
present  public  employment  offices  throughout  the 
state  as  the  offices  also  for  the  administrative  per- 
sonnel of  the  cash  sickness  compensation  fund,  and 
such  offices  are  now  supported  in  part  by  federal 
funds.  The  withdrawal  of  these  facilities  would 
increase  the  administrative  costs  of  the  sickness 
plan,  as  it  would  entail  the  expense  of  increased 
personnel,  equipment,  and  a great  loss  of  personal 
statistics  and  data  already  compiled  by  the  state 
unemployment  compensation  authorities. 

This  situation  is  more  critical  when  one  realizes 
that  the  present  sickness  act  provides  that  only 
1 % of  the  contributions  of  any  one  year  may  be 
appropriated  for  administrative  expenses,  and  this 
allocation  is  insufficient  to  permit  the  program  to 
operate  independently.  Just  why  the  appropriation 
has  been  set  at  such  a low  figure  in  view  of  the 
long  experience  in  the  cost  of  administering  the 
unemployment  compensation  law  is  a matter  that 
invites  discussion. 

Rhode  Island  and  other  states  with  sound  finan- 
cial reserves  may  find  it  possible  to  administer  sick- 
ness insurance  successfully.  Since  success  in  the 
plan  will  invite  imitation  elsewhere,  it  is  apparent 
that  the  federal  authorities  eventually  anticipate 


taking  an  active  part  in  the  administrative  control 
of  such  programs,  for  there  is  included  in  the 
Rhode  Island  law  the  following  provision : 

“Sec.  15.  Administrative  Funds. 

To  the  ext ctit  that  funds  arc  made  available  bv 
the  Federal  Government,  under  title  III  of  the 
social  security  act  as  amended  or  otherwise  for  such 
purpose,  the  expenses  of  ad  ministerial/  this  act  shall 
be  paid  from  such  funds  provided  that  this  section 
shall  not  be  considered  to  permit  any  expenditure  of 
funds  from  the  unemployment  compensation  ad- 
ministration account  contrary  to  the  provisions  of 
sub-section  (16)  of  section  11  of  the  unemployment 
compensation  lazv,  and  provided  further,  however, 
that  in  the  event  that  the  social  security  act  is 
amended  to  permit  funds  granted  under  title  III 
thereof  to  be  used  to  pay  expenses  of  administering 
a sickness  compensation  act,  such  as  this  act,  then 
from  and  after  flic  effective  date  of  such  amend- 
ment the  expense  of  administering  this  act  shall  be 
paid  out  of  said  unemployment  compensation  ad- 
ministration account  or  any  other  account  or  fund 
in  zvhich  funds  granted  under  said  title  III  shall 
be  deposited ” 

Whatever  the  outcome  of  the  present  experiment 
it  is  evident  that  Rhode  Island  has  a tremendous 
responsibility  to  prove  that  its  sickness  insurance 
plan  may  be  carried  forward  successfully  under 
local  control  and  with  local  finances.  Chairman 
Altmeyer  of  the  Social  Security  Board  sounded 
the  warning  when  he  said  that  “the  principle  that 
social  security  should  grow  from  experience  should 
he  the  one  stable  and  permanent  guiding  philosophy 
behind  the  social  security  program.  And  it  must  be 
founded  upon  the  bedrock  of  sound  finance  and 
skilled  professional  administration.  It  must  grow, 
not  haphazardly  as  new  prophets  emerge  with  new 
panaceas,  but  systematically  out  of  its  own  well- 
studied  experience.  For  it  is  obvious  that  no  system 
which  is  not  itself  stable  and  proven  can  ever  bring 
dependable  security  to  the  American  family.” 
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VOLUNTEER  WORKERS  IN  HOSPITALS 

On  another  page  of  the  Journal  appears  an 
article  by  Miss  Bess  H.  Medary  showing  how  vol- 
unteers serve  the  Rhode  Island  Hospital.  Of  course 
this  is  not  an  activity  peculiar  to  this  institution  hut 
a report  from  this  large  hospital  may  serve  to  indi- 
cate the  type  of  service  being  given  by  patriotic 
women  throughout  the  state. 

In  hospitals  as  elsewhere  skilled  work  is  mixed 
with  drudgery  so  that  it  is  difficult  to  keep  them 
strictly  separate  but  this  separation  has  been 
achieved  more  and  more.  It  is  some  years  since 
trained  nurses  have  done  much  sweeping  of  floors. 
But  they  have  been  forced  to  spend  a large  part 
of  their  valuable  time  entering  notes  on  charts, 
answering  telephone  calls,  folding  gauze,  etc.  Now 
most  of  these  things  can't  be  reliably  done  by  un- 
trained people  but  neither  do  they  require  three 
years  of  intensive  training.  Highly  intelligent 


women,  who  All  the  ranks  of  the  volunteer  workers, 
quickly  learn  to  do  these  things  not  only  well  but 
speedily  and  allow  a skeleton  crew  of  nurses  to 
accomplish  what  only  they  are  competent  to  do. 
And  it  is  this  type  of  woman  who  soon  achieves 
the  equanimity  so  essential  if  one  is  to  he  a cog  in 
the  hospital  machine. 

The  volunteer  works  done  by  Gray  Ladies  and 
Nurses  Aids  is  even  more  general  than  the  types 
of  service  just  mentioned.  Under  the  American 
Red  Cross  the  Gray  Ladies  have  been  helping  in 
the  hospitals  for  a number  of  years,  supplementing 
in  many  ways  the  care  given  to  patients  by  the  busy 
nurses.  Since  the  outbreak  of  the  war  it  has  been 
evident  that  volunteers  with  hospital  training  could 
help  relieve  the  present  serious  shortage  of  nurses. 
The  Volunteer  Nurses  Aides  have  been  the  answer. 
They  are  trained,  usually  in  hospitals  approved  by 
the  American  College  of  Surgeons,  in  order  that 
they  may  perform  adequately  many  services  ordi- 
narily done  by  nurses.  Last  August  the  Office  of 
Civilian  Defense  reported  that  throughout  the 
country  19000  women  had  satisfactorily  completed 
the  Nurses  Aid  course  and  that  the  results  in  quality 
of  service  have  been  satisfactory  to  both  the  hos- 
pitals and  the  Red  Cross  chapters  conducting  this 
project. 

In  the  last  war  the  British  used  many  such  helpers 
calling  them  the  Volunteer  Aid  Department  and 
having  them  even  in  the  hospitals  with  the  Expe- 
ditionary Forces. 

Daily  the  need  of  such  voluntary  help  becomes 
more  apparent  and  the  opportunities  for  useful 
work  become  more  extended. 


PROCUREMENT  AND  ASSIGNMENT 

The  Rhode  Island  Procurement  and  Assignment 
Committee  for  Doctors,  Dentists,  and  Veterinarians 
has  now  functioned  for  nine  months,  long  enough 
to  warrant  comment  on  its  activities  and  possible 
accomplishments. 

So  far,  as  we  understand  it,  its  work  has  been, 
for  the  most  part,  evaluation  of  the  availability  or 
non-availability  for  military  service  of  the  doctors 
of  Rhode  Island. 

The  work  of  this  Committee  has  been  hard  and 
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has  involved  intimate  approach  to  a considerable 
group  of  the  medical  men — many  personal  prob- 
lems have  been  solved ; for  the  most  part  satisfac- 
torily to  the  individual  concerned.  Whereas,  no 
doubt,  criticism  of  the  Committee's  action  has  at 
times  been  outspoken  and  again  “behind  the 
scenes,’’  we  believe  the  profession  of  the  State  has 
recognized  the  fact  that  the  Committee  has  per- 
formed a somewhat  thankless  job  without  fear  or 
favor  and  always  striven  fairly  to  play  the  game. 

It  is  a satisfactory  and  somewhat  singular  fact 
that  the  P and  A Committee,  with  absolutely  no 
authority  to  say  that  this  or  that  doctor  should  go 
into  military  service  or  stay  at  home,  nevertheless 
has  been  able  to  exact  much  influence  in  such  de- 
cisions. An  undiscussed,  unagreed  upon,  and  some- 
what vague  “gentlemen’s  agreement,”  between  the 
State  P and  A Committee  and  Washington,  State 
Selective  Headquarters,  Local  Boards,  has  led  in- 
variably to  these  latter  bodies  satisfying  decisions 
of  the  State  Committee;  for  all  concerned,  such 
cooperation  has  simplified  and  furthered  the  end 
in  view. 

On  October  15  the  Medical  Officers  Recruiting 
Board  located  at  the  Medical  Library  was  closed, 
as  the  result  of  the  State  attaining  its  quota  of 
medical  personnel  for  1942  for  the  armed  forces. 
Since  the  Board  opened  here  on  May  18  it  has  re- 
cruited and  commissioned  56  doctors  of  medicine 
and  20  dentists.  These  enlistments,  plus  the  men 
previously  enrolled  in  the  Services,  and  the  doctors 
commissioned  in  the  Navy,  and  those  assigned  with 
the  48th  Evacuation  Hospital  Unit,  more  than  over- 
subscribed the  quota  required  for  this  year,  about 
240. 

At  present,  we  understand  the  Committee  is  en- 
gaged in  surveying  the  medical  needs  of  the  State, 
in  areas  where  military  concentrations,  or  increase 
of  populations  and  industries  have  reduced  the  local 
medical  personnel  below  safe  limits.  This  duty  is 
placed  upon  the  Committee  by  Washington  and  is 
undertaken  in  cooperation  with  the  State  Medical 
Society,  County  Societies  and  Health  Officers 
(where  such  needs  may  arise)  and  a Division  of 
the  State  Board  of  Health.  It  is  believed  plans 
may  be  made  to  dislocate  doctors  who  for  patriotic 
or  other  reasons  are  willing  and  able  to  move,  from 


their  present  to  new  positions,  for  the  period,  at 
least,  of  the  war  emergency. 

A further  call  for  doctors  to  enter  military  serv- 
ice, may  soon  be  expected.  When  this  comes  the 
P and  A Committee  will  again  rcsurvey  and  re- 
classify the  Rhode  Island  medical  personnel. 

It  is  interesting  and  pleasant  to  know  that  per- 
sons in  authority  are  trying  to  determine  how  many 
physicians  can  safely  be  drawn  from  civilian  prac- 
tice. On  this  day  of  writing  there  is  a news  dis- 
patch from  Washington  that  five  doctors  from  the 
P and  A met  with  Gen.  James  Magee  of  the  Army, 
Ross  T.  Mclntire  of  the  Navy  and  Thomas  Parran 
of  the  Public  Health  Service  and  several  other  offi- 
cials to  discuss  this.  The  habitual  wastage  of  war 
is  nowhere  better  exemplified  than  in  the  enforced 
idleness  of  thousands  of  physicians  in  the  service 
while  their  patients  are  receiving  hurried  and  infre- 
quent calls  from  their  overworked  confreres  left 
behind.  But  we  must  remember  that  in  war  we 
must  he  ready  for  the  peak  load. 

This  plan  of  P and  A Committees,  in  all  the 
States,  conceived  by  the  A.  M.  A.,  in  conjunction 
with  the  medical  departments  of  Army,  Navy  and 
Public  Health,  would  seem  to  have  been  sound  in 
its  main  purpose,  namely,  to  allocate  for  military 
service  those  doctors  throughout  the  Country,  who 
should  be  so  allocated  and  to  keep  those  at  home 
who  should  stay  there. 

The  Rhode  Island  State  Committee  on  Procure- 
ment and  Assignment,  headed  by  Dr.  Halsey  De- 
Wolf  are  doing  a rather  thankless  but  highly  impor- 
tant job  with  tact,  discrimination  and  tremendous 
energy  and  we  feel  that  their  efforts  have  been 
crowned  with  success. 


CONFERENCE  OF  STATE  MEDICAL 
SOCIETY  SECRETARIES 
The  Board  of  Trustees  of  the  American  Medical 
Association  has  cancelled  the  annual  session  of  the 
Association  scheduled  to  be  held  in  San  Francisco 
in  1943.  An  official  announcement  to  that  effect 
appeared  in  the  Journal  of  the  American  Medical 
Association.  This  was  decided  by  the  Board  of 
Trustees  after  securing  the  best  available  official 
information  and  after  thorough  consideration  of 
the  many  factors  involved. 
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The  cancellation  was  made  in  order  to  keep  at 
their  practice  the  small  force  of  physicians  that  will 
then  he  left  to  the  civilian  population.  This  is  the 
first  time  since  the  Civil  War  that  the  A.  M.  A. 
has  postponed  an  annual  session. 

In  place  of  the  annual  meeting  the  A.  M.  A. 
House  of  Delegates,  Board  of  Trustees,  scientific 
councils  and  officers  will  meet  in  Chicago  next  June 
to  deal  with  the  necessary  business  of  the  Associa- 
tion and  the  war  time  problems  of  the  medical  pro- 
fession. 

In  the  meantime  the  Annual  Conference  of  Sec- 
retaries of  Constituent  State  Medical  Associations 
is  being  held  at  the  Association’s  offices  in  Chicago 
on  Nov.  20  and  21  for  the  purpose  of  discussing 
existing  problems  and  those  that  may  develop  as 
the  result  of  the  intensification  of  the  war  program. 
It  is  the  desire  of  the  Board  of  Trustees  and  of 
other  officers  of  the  American  Medical  Association 
that  the  program  pertain  to  matters  of  important 
common  interest  and  it  is  hoped  that  the  papers  and 
discussions  presented  before  the  Conference  can 
be  made  as  helpful  as  possible  to  secretaries,  editors 
and  other  officials  of  the  constituent  state  medical 
associations. 

It  was  urged  that  every  state  medical  association 
be  represented  at  the  Conference  by  its  secretary 
and  by  the  editor  of  its  journal.  From  Rhode  Island 
the  secretary,  Dr.  Bufifum  and  the  editor,  accom- 
panied by  Mr.  Farrell,  Executive  secretary  of  the 
Providence  Medical  Association  are  attending. 


RECOGNITION 

Undoubtedly  most  of  us  have  read  the  comment 
in  the  October  31st  number  of  the  Journal  of  the 
American  Medical  Association  on  "Health  News 
Broadcasts  by  Providence  Medical  Association”. 
It  is  an  interestingly  written  and  flattering  sketch 
of  the  series  of  brilliant  radio  talks  by  the  versatile 
and  indefatigable  executive  secretary,  Mr.  John  E. 
Farrell. 

His  work  as  Executive  Secretary  of  the  Provi- 
dence Medical  Association  has  attracted  notice 
throughout  the  country  and  we  congratulate  him 
on  this  added  recognition  of  his  enthusiasm  and 
ability. 


VOLUNTEERS  SERVE  THE 
RHODE  ISLAND  HOSPITAL 

Two  factors  were  responsible  for  the  organiza- 
tion of  the  Volunteer  Department  at  the  Rhode 
Island  Hospital,  namely;  the  employment  situation 
and  the  influx  of  scores  of  willing  volunteers,  many 
of  whom  had  had  expert  training  and  experience. 
To  interview,  select,  place,  and  use  this  group  effi- 
ciently and  to  show  department  heads  where  and 
how  they  could  use  volunteers  successfully  was  a 
man  sized  job. 

June  1,  1942  adequate  quarters,  office  space, 
lounging  rooms,  and  rest  rooms  were  equipped  and 
opened,  and  a part-time  paid  executive,  who  her- 
self had  been  a volunteer  and  was  familiar  with  the 
hospital,  was  employed  to  set  the  wheels  in  motion. 
In  order  to  tie  this  new  venture  into  the  hospital 
program  and  to  integrate  the  program  into  the  com- 
munity, this  Department  was  placed  under  the 
leadership  of  the  Director  of  Social  Service.  The 
Nurses  Aides  and  Gray  Ladies  recruited  under  the 
American  Red  Cross  but  representing  two  volun- 
teer groups  requiring  specialized  training  in  the 
nursing  field,  were  already  working  efficiently.  It 
was  decided  to  leave  these  volunteers  (35  Nurses 
Aides  and  70  Gray  Ladies)  under  the  direction  of 
the  Superintendent  of  Nurses. 

The  first  week  in  June,  39  volunteers  other  than 
Nurses  Aides  and  Gray  Ladies  worked  322  hours. 
Six  weeks  later,  SO  volunteers  were  giving  700 
hours  of  service  a week.  Through  the  following 
weeks  this  high  average  has  been  maintained. 
Figured  roughly,  this  group  is  taking  the  place  of 
approximately  18  paid  workers. 

Heads  of  departments,  after  surveying  their  pro- 
grams, are  eager  for  efficient  volunteer  service. 
They  are  asked  to  keep  the  Volunteer  Director 
aware  of  the  amount  and  kind  of  work  they  need 
to  have  done,  and  to  suggest  the  type  of  volunteer 
desired  in  their  department. 

Who  are  these  volunteers  and  from  where  do 
they  come?  On  the  whole  they  are  the  busiest 
women  in  Providence,  yet,  they  always  find  time 
to  help  when  a need  presents  itself.  Many  are 
members  of  the  Corporation,  some  are  doctors’ 
wives,  some  are  secretaries  who  come  to  the  hos- 
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pital  after  a full  days  work  elsewhere.  Some  have 
heard  of  the  opportunity  of  service  and  have 
applied  directly,  others  have  been  sent  through  the 
Volunteer  Bureau  under  the  Council  of  Civilian 
Defense  and  some  have  come  through  the  Amer- 
ican Red  Cross.  The  youngest  volunteers  are  15 
and  16  year  old  girls  who  are  assigned  to  the  Die- 
tary Department  to  peel  fruit,  butter  bread,  fill 
sugar  hags  and  make  sandwiches.  The  oldest  vol- 
unteer is  a 72  year  old  man,  a retired  expert 
accountant,  who  puts  his  experience  to  good  use  in 
the  Credit  Department.  From  the  Sewing  Room 
women  who  work  alone  or  in  groups  take  towels, 
draw  sheets,  and  stand  covers,  out  to  he  hemmed. 
In  the  Cafeteria  canteen  workers  from  the  Amer- 
ican Red  Cross  serve  meals.  In  the  Central  Supply 
Room,  22  women  clean  hypodermic  needles,  put  up 
supplies,  wash  rubber  gloves,  and  keep  the  shelves 
of  this  vital  corner  of  the  hospital  well  equipped 
for  any  emergency.  Formerly  all  this  detail  was 
taken  care  of  by  over-worked  nurses  and  now  skil- 
ful volunteers  are  assisting  with  these  supplies.  On 
the  wards  and  in  the  operating  room  nurses  are 
relieved  of  routine  details  and  telephone  calls  by 
Ward  Secretaries  who  report  at  their  assigned 
desks  as  promptly  and  as  regularly  as  the  paid 
workers.  In  Social  Service,  the  Nursing  Training 
School  Office,  and  the  Record  Room,  we  find  ex- 
perienced clerical  workers,  filing  and  typing.  We 
also  find  Receptionists  meeting  and  guiding  pa- 
tients, and  in  the  Laboratory  experienced  techni- 
cians are  assisting  with  the  routine  examinations. 
All  these  services  in  one  way  or  another  are  re- 
lieving nurses,  dietitians,  social  workers,  and  tech- 
nicians for  other  urgent  duties.  Departments 
throughout  the  hospital,  are  enthusiastic  about  the 
efficient,  helpful  service  given  by  volunteers,  some 
of  whom  come  Sundays  and  holidays  and  without 
exception  work  cheerfully  and  efficiently. 

These  volunteers  offer  to  the  hospital  a new 
channel  of  interpretation  to  the  community.  If 
they  are  carefully  selected,  patiently  supervised  and 
directed,  and  adequately  oriented,  they  not  only 
serve  the  hospital  day  by  day,  but  they  are  friends 
and  intelligent  interpreters  of  the  place  of  the 
Rhode  Island  Flospital  in  the  life  of  the  community. 

Bess  H.  Medary,  Director  Social  Service 
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Report  of  the  Delegate  to  the  American 
Medical  Association 

The  report  of  the  Delegate  to  the  A.M.A.  neces- 
sarily deals  with  the  proceedings  of  the  House  of 
Delegates.  The  complete  reports  of  the  Bureaus, 
Councils  and  Committees  presented  to  this  body 
and  the  action  taken  cannot  possibly  be  reviewed 
in  a report  of  any  reasonable  length.  I have  these 
reports  on  file  and  shall  he  glad  to  send  them  to 
any  member  interested. 

The  set  up  of  the  House  of  Delegates  is  an  ex- 
ample of  well  functioning  democracy.  The  dele- 
gates are  elected  by  the  state  societies,  with  one 
from  each  of  the  Government  services  and  the  sci- 
entific sections  of  the  A.M.A.  No  other  officer  or 
person  has  a vote.  The  president,  the  other  officers, 
and  the  trustees  are  members  but  without  the  right 
to  vote.  The  delegates  organize  themselves,  and 
elect  their  own  speaker,  who  in  turn  appoints  the 
reference  committees.  These  reference  committees 
report  on  the  resolutions  that  are  referred  to  them 
and  thus  all  business  receives  careful  consideration 
and  unless  the  subject  is  one  of  unusual  importance 
it  takes  very  little  time  to  settle  it  in  the  House  of 
Delegates.  Important  subjects  and  those  about 
which  there  is  disagreement  are  freely  debated  and 
then  settled  by  a vote. 

In  reporting  the  1942  session  of  the  House  of 
Delegates  I can  only  touch  on  a few  subjects.  Dr. 
Lahey  spoke,  again  emphasizing  the  need  for  doc- 
tors in  the  armed  forces.  Later,  he  urged  the  medi- 
cal societies  to  watch  out  for  the  medical  care  of 
industrial  workers,  as  their  health  would  be  threa- 
tened by  the  shortage  of  physicians  at  home  and 
by  the  great  increase  of  population  in  some  indus- 
trial centers. 

Dr.  West  as  Secretary  reported  that  120,701  or 
66%  of  all  the  doctors  in  the  country  belong  to 
their  state  societies  and  are  therefore  members  of 
the  A.M.A.  Of  these  70,206  pay  dues  and  are 
Fellows  of  the  A.M.A.  In  Rhode  Island  we  had, 
according  to  Dr.  West’s  figures,  961  doctors  and 
583  were  members  of  the  State  Society.  This  gives 
us  a membership  of  60%  which  is  slightly  lower 
than  the  national  average. 
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The  Council  of  Industrial  Health  presented  a 
long  report  which  cannot  be  reviewed  here.  It  is 
evident  that  the  subject  of  industrial  physicians, 
industrial  medical  departments  and  industrial 
health  in  general  is  one  of  the  more  important 
problems  today. 

The  greater  part  of  the  time  and  effort  of  the 
officers  and  employees  of  the  A.M.A.  has  been  put 
into  the  war  effort.  Especially  Dr.  Leland  and  the 
Bureau  of  Medical  Economics  are  constantly 
furnishing  the  U.  S.  Government  with  informa- 
tion about  doctors  and  medical  matters. 

The  Council  on  Medical  Education  and  Hos- 
pitals provided  a detailed  description  of  the  Essen- 
tials for  an  approved  Internship. 

The  Medical  Society  of  New  Jersey  introduced 
a resolution  requesting  that  an  adequate  medical 
plan  for  medical  care  of  the  low  income  group  he 
formulated  by  joint  action  between  the  government 
and  the  A.M.A.  This  resolution  was  not  approved 
by  the  reference  committee,  which  considered  that 
plans  should  originate  in  local  communities  since 
these  have  separate  and  distinct  problems  and 
needs.  This  latter  report  was  adopted  by  the  House 
of  Delegates. 

A resolution  was  introduced  approving  the  acti- 
vities of  the  National  Physicians’  Committee  for 
the  Extension  of  Medical  Service.  The  reference 
committee  presented  two  reports,  a majority  report 
which  expressed  gratitude  to  all  groups  working 
to  place  medicine  in  a favorable  light  before  the 
public  and  a minority  report  which  specifically 
approved  the  activities  of  the  National  Physicians’ 
Committee.  A very  spirited  discussion  followed 
after  which  the  House  of  Delegates  voted  to  adopt 
the  minority  report  which  gave  the  official  approval 
of  the  A.M.A.  to  the  activities  of  the  National 
Physicians’  Committee. 

Dr.  James  E.  Paullin  of  Atlanta,  Georgia,  was 
chosen  President-elect  without  opposition.  In  his 
speech  of  acceptance  Dr.  Paullin  spoke  entirely  of 
the  responsibilities  of  the  medical  profession  in 
supporting  the  war. 

During  the  session  it  was  obvious  that  the  inter- 
est of  the  House  of  Delegates  was  centered  on  the 
war  effort.  The  opposition  to  the  approval  of  the 
activities  of  the  National  Physicians’  Committee 


was  based  at  least  partly  on  the  fear  that  such  a 
resolution  might  affect  the  cordial  relations  be- 
tween the  A.M.A.  and  some  members  of  the  gov- 
ernment and  thus  interfere  with  the  conduct  of  the 
war.  By  invitation,  Mr.  Paul  V.  McNutt  addressed 
the  house.  He  spoke  chiefly  of  the  needs  of  the 
armed  forces  but  also  of  the  needs  of  many  boom 
war  towns  and  localities. 

The  experience  of  being  a member  of  the  House 
of  Delegates  was  an  exceedingly  interesting  one 
and  I want  to  thank  the  R.  I.  Medical  Society  for 
this  privilege. 

Respectfully  submitted, 

William  P.  Buffum,  M.D.,  Delegate. 

HOUSE  OF  DELEGATES 

The  regular  meeting  of  the  House  of  Delegates 
of  the  Rhode  Island  Medical  Society  was  held  at 
the  Rhode  Island  Medical  Society  Library  on  Sept. 
17.  1942  at  4:30  P.  M.,  Dr.  Charles  F.  Gormly, 
the  President,  presiding. 

The  minutes  of  the  meeting  of  May  21st  were 
read  and  approved. 

The  minutes  of  the  Council  meeting  immediately 
preceding  were  read  and  approved. 

The  recommendation  of  the  Council  “That  the 
Secretary  extend  to  the  members  of  the  District 
Societies  who  are  not  members  of  the  Rhode  Island 
Medical  Society  and  who  are  in  the  armed  forces, 
the  opportunity  to  join  the  Rhode  Island  Medical 
Society  without  paying  dues  during  their  service  in 
the  armed  forces"  was  adopted. 

The  report  of  the  Delegate  to  the  American  Med- 
ical Association  was  read  and  accepted. 

The  appointment  of  the  following  committees 
was  announced  by  the  President : 

1.  Committee  on  Problems  Due  to  the  Shortage 
of  Physicians 

Dr.  Elihu  S.  Wing,  Chairman 
Dr.  Charles  J.  Ashworth 
Dr.  Alfred  L.  Potter 

2.  Committee  on  Plans  for  an  Executive  Secre- 
tary 

Dr.  Alex  M.  Burgess,  Chairman 
Dr.  John  P.  Jones 
Dr.  John  F.  Kenney 
Dr.  Emery  M.  Porter 
Dr.  William  S.  Streker 
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File  your  name  with  the  Rhode  Island  Procurement  and  Assignment  Committee  if 
you  will  consider  locating  for  civilian  practice  in  one  of  two  Rhode  Island  com- 
munities, now  in  need  of  additional  medical  personnel. 

<4  N important  function  of  the  Rhode  Island  Procurement  and  Assignment  Committee  is  to 
/_\  provide  proper  distribution  of  medical  personnel  throughout  the  State,  to  meet  civilian 
1 :\  needs  during  the  war  emergency. 

Physicians  who  are  ineligible  for  military  service,  women,  young  persons  who  may  not  yet 
have  established  a practice,  and  those  above  draft  age,  would  seem  to  be  the  most  available 
groups  for  such  location  or  relocation  as  the  case  may  be. 

The  two  communities  referred  to  offer  excellent  opportunity  for  general  practice,  both 
during  the  war  emergency  and  for  the  post  war  period. 

The  Committee  for  Procurement  and  Assignment  is  acting  in  this  matter  under  instructions 
from  the  Federal  Government  and  in  cooperation  with  the  Rhode  Island  Medical  Society,  the 
State  Health  Authorities,  and  the  medical  personnel  of  the  communities  involved. 

Patriotism,  as  well  as  self  interest,  we  believe  will  bring  a ready  response  to  this  call. 

To  file  your  name  and  for  more  detailed  information  communicate  with  the  Chairman  of 
the  Rhode  Island  Procurement  and  Assignment  Committee. 

Dr.  Halsey  DeWolf 

305  Brook  Street.  Providence.  Rhode  Island 
Tel.  GAspee  5484 


Dr.  Roland  Hammond  reported  for  the  Com- 
mittee on  Revision  of  the  Rules  and  Bylaws.  He 
reported  progress  but  stated  that  important  sug- 
gestions recently  received  from  the  American  Med- 
ical Association  required  further  study. 

It  was  voted  to  allow  this  committee  an  extension 
of  time  in  presenting  its  final  report. 

Dr.  Wing  read  a report  of  the  Committee  on 
Problems  Due  to  the  Shortage  of  Physicians.  This 
report  was  accepted. 

It  was  moved  that  “A  committee  of  three  of  the 
State  Society,  including  Dr.  E.  A.  McLaughlin  as 
one  of  the  members,  be  appointed  to  consider  the 
question  of  yearly  registration  of  physicians.  An 
amendment  to  this  motion  was  introduced  that  “The 
Secretary  write  to  the  Secretaries  of  the  District 
Societies  to  get  the  opinion  of  these  Societies  on  the 
question  of  annual  registration  of  physicians”.  This 
amendment  was  not  carried. 

The  original  motion  was  then  passed  by  the 
House  of  Delegates. 

There  were  present  Drs.  Gormly,  Mowry,  A.  M. 
Burgess,  J.  P.  Jones,  Mara,  Dimmitt,  Ashworth, 
Wing,  Eddy,  Abbate,  Sage,  Partridge,  Brackett, 
Hammond,  Rocheleau,  Merle  Potter,  Webber, 
Honan,  Waterman,  A.  E.  Potter  and  Bufifum. 


The  meeting  adjourned  at  6 P.  M. 

Respectfully  submitted, 

Wm.  P.  Buffum,  Secretary 

PROVIDENCE  MEDICAL 
ASSOCIATION 

A regular  meeting  of  the  Providence  Medical 
Association  was  held  at  the  Medical  Library  on 
Monday,  November  2,  1942.  The  meeting  was 
called  to  order  by  President  Henry  E.  Utter  at 
8:35  P.M. 

The  minutes  of  the  previous  meeting  were  read 
by  the  executive  secretary,  and  following  one  cor- 
rection in  the  listing  of  names  of  the  discussants  of 
the  scientific  presentation,  was  accepted  and  placed 
on  file. 

The  executive  secretary  reported  for  the  Execu- 
tive Committee  as  follows: 

“That  at  the  October  meeting  of  the  Executive 
Committee  it  was  recommended  that  the  following 
matters  be  brought  to  the  attention  of  the  member- 
ship : 

1 . That  the  Executive  Committee  had  voted  that 
each  member  of  the  Association  in  service  with  the 
armed  forces  outside  the  continental  United  States 
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should  be  sent  a carton  of  cigarettes  as  a Christmas 
greeting  from  the  Association. 

2.  That  the  following  recommendations  of  the 
Committee  on  Tuberculosis  had  been  approved  and 
are  recommended  to  the  membership  of  the  Asso- 
ciation for  adoption : 

‘The  Committee  on  Tuberculosis  has  approved 
the  use  of  the  facilities  of  the  Providence  Tuber- 
culosis League  for  the  making  of  a mass  survey, 
sponsored  by  the  Urban  League,  among  the  colored 
people  of  Greater  Providence,  with  the  understand- 
ing that  referrals  in  individual  cases  where  tuber- 
culosis is  detected  shall  be  made  to  private  physi- 
cians. 

‘The  Committee  on  Tuberculosis  supports  the 
Providence  Tuberculosis  League  in  its  ruling  that 
patients  referred  to  the  League  by  private  physi- 
cians who  afterwards  leave  the  community  for  mili- 
tary service  may  have  one  additional  checkup  by 
the  League,  but  cannot  return  again  unless  referred 
by  a doctor  resident  in  the  State  to  whom  a report 
will  be  sent  by  the  League.’  ” 

A motion  was  made,  seconded  and  passed  that 
the  report  of  the  Executive  Committee,  including 
the  recommendations  of  the  Committee  on  Tuber- 
culosis, be  accepted  and  approved. 

The  President  announced  that  he  had  appointed 
Drs.  Charles  Cook  and  Marcius  H.  Merchant  as 
a committee  to  prepare  the  Association’s  tribute  to 
the  late  Dr.  Henry  W.  Hopkins,  and  he  also  had 
appointed  Drs.  Harrison  F.  Hyer  and  Robert  H. 
Whitmarsh  to  prepare  the  tribute  to  the  late  Dr. 
Preston  D.  Geiger. 

The  executive  secretary  reported  that  the  Execu- 
tive Committee  had  recommended  for  active  mem- 
bership in  the  Association  Dr.  Joseph  DeLuca.  On 
the  motion  of  Dr.  Jesse  Mowry  the  election  of 
Dr.  DeLuca  to  active  membership  was  made  unani- 
mous. 

The  President  introduced  Dr.  Lyman  Richards, 
a member  of  the  department  of  otolaryngology  at 
Harvard  Medical  School,  and  attending  physician 
at  Children’s  Hospital  in  Boston,  who  spoke  on 
“The  Tonsil  Question — A Periscopic  Viewpoint." 

The  scientific  portion  of  the  evening  was  devoted 
to  a discussion  of  the  Tonsil  Problem.  Dr.  Lyman 
Richards  of  the  Harvard  Medical  School  was  the 
principal  speaker.  He  said  that  the  function  of  the 
tonsils  was  still  not  known  and  that  there  was  some 
difference  of  opinion  as  to  the  indications  for  re- 
moval. He  felt  that  repeated  attacks  of  fallicular 


tonsillitis,  chronic  persistent  enlargement  of  the 
sul (tonsillar  cervical  glands,  and  peritonsillar  ab- 
scess were  definite  indications  for  operation.  Rheu- 
matic fever,  arthritis,  bursitis,  pyelitis,  etc.,  are 
not  as  clear.  The  operation  should  not  be  termed 
“minor”  and,  although  the  technique  varies  much 
with  different  operators,  general  surgeons  and  gen- 
eral practitioners  should  learn  how  to  do  it  properly, 
before  attempting  it.  He  spoke  against  avertin 
anesthesia,  diathermy  and  X-Ray  and  said  that 
sealed-in  remnants  were  more  of  a menace  than  the 
original  tonsils.  He  questioned  whether  the  adenoid 
should  always  he  removed  with  the  tonsil.  The  com- 
plications of  the  operation  were  considered,  and 
chemotherapy  before  operation  was  suggested  as 
likely  to  become  popular. 

Dr.  Maurice  Adelman  discussed  the  subject  from 
the  pediatric  viewpoint.  He  said  that  the  indications 
for  operation  must  include  the  knowledge  of  the 
patient’s  condition  over  the  preceding  years  that 
only  the  pediatrician  or  general  practitioner  could 
have.  He  said  that  the  age  of  the  patient  and  the 
season  of  the  year  were  not  important. 

Dr.  Francis  Sargent  was  the  next  speaker.  He 
brought  out  the  part  that  allergy  played  in  the  prob- 
lem. Tonsils  and  especially  adenoids  were  said  to 
he  very  apt  to  recur  in  the  allergic  patient.  The  op- 
eration was  likely  to  be  advised  when  the  obstruc- 
tion was  entirely  intranasal  and  could  not  he  re- 
lieved by  a throat  operation.  He  stated,  however, 
that  if  infection  was  present,  especially  in  the 
tonsils,  operation  is  indicated  in  spite  of  allergy. 

The  next  speaker  was  Dr.  Frank  M.  Adams  who 
commented  on  the  lymphoid  hyperplasia  occurring 
after  operation.  8%  of  all  cases  showed  recurrence 
regardless  of  the  operation.  There  is  always  lym- 
phoid tissue  in  the  throat  which  in  some  cases 
grows,  perhaps  to  compensate  for  the  removal  of 
large  masses. 

I )r.  Alex  M.  Burgess  talked  from  the  standpoint 
of  the  internist.  He  said  that  in  any  chronic  or 
repeated  infection,  the  tonsil  is  always  under  sus- 
picion. In  coronary  occlusion,  it  may  be  of  etilog- 
ical  importance.  Certainly  in  recurrent  iritis  the 
relationship  is  definite. 

Dr.  Nathan  Bolotow  spoke  of  the  importance  of 
clamping  and  tying  all  arteries  and  of  the  impor- 
tance of  a light  anesthesia. 

Drs.  John  Langdon,  Banice  Feinberg,  John  Gil- 
bert, Anthony  Corvese  and  Amy  Russell  joined  in 
the  open  discussion. 
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RECENT  BOOKS 

Synopsis  of  Pathology — W.  A.  D.  Anderson. 
The  C.  V.  Mosby  Co.,  1942. 

In  the  preface  to  the  book  the  author  states  this 
“volume  is  intended  to  fill  the  gap  which  has  existed 
between  the  very  elementary  manuals  of  pathology 
and  the  abundant  excellent  longer  textbooks  and 
reference  works.  By  the  presentation  of  pathology 
in  a compact  and  condensed  form,  it  is  designed  to 
be  useful  to  the  medical  student,  to  the  dental  stu- 
dent studying  general  pathology,  and  to  the  clini- 
cian who  must  maintain  familiarity  with  the  foun- 
dation sciences  of  the  medical  profession.” 

Since  modern  pathology  is  based  upon  anatomy, 
histology,  embryology,  physiology,  biochemistry, 
and  bacteriology  and  forms  the  essential  link  be- 
tween these  sciences  and  clinical  medicine,  rapid 
advancement  in  the  foundation  sciences  is  bringing 
about  an  ever  increasing  complexity  in  which  the 
mass  of  details,  however  interesting  and  important, 
tends  to  obscure  the  broad  outlines  and  patterns  of 
disease  processes  with  the  main  features  of  which 
every  physician  should  be  familiar. 

The  text  appears  to  be  thoroughly  up-to-date  and 
contains  a high  percentage  of  references  to  the  lit- 
erature published  within  the  past  two  years  and  a 
considerable  number  to  publications  during  the 
present  year. 

In  its  638  pages  the  book  contains  over  300  pho- 
tographs, photo-micrographs  and  colored  plates, 
the  excellence  of  which  would  do  credit  to  a much 
more  pretentious  volume. 

The  reviewer  believes  that  a cursory  browsing 
through  the  book  will  be  sufficient  to  show  that  the 
author  has  succeeded  admirably  in  fulfilling  his 
stated  purpose. 

Lestf.r  A.  Round,  Ph.D. 

A Text  Book  of  Gynecology  bv  Arthur  Hale 
Curtis,  M.D.  Fourth  Edition.  V . B.  Saun- 
ders Co. 

In  this  edition  of  Dr.  Curtis’  book  there  have 
been  many  changes  chiefly  in  the  new  developments 
in  the  use  of  sulfa  drugs  and  in  the  section  on 
ovarian  tumors. 

The  book  is  as  always  an  excellent  text  book. 
1 was  very  favorably  impressed  with  the  common 
sense  view  with  which  the  author  discusses  endo- 
crines  and  the  use  of  endocrine  products  in  therapy. 

The  chapter  on  menstruation  is  entirely  up  to 
date.  We  should  all  agree  with  the  author’s  recom- 
mendation of  expectant  treatment  in  post-abortal 
infection. 


The  section  on  ovarian  tumors  as  mentioned 
above  has  been  entirely  rewritten,  a good  classifi- 
cation is  given,  and  there  are  many  good  illustra- 
tions. 

The  illustrations  depicting  various  operations  for 
prolapse  are  also  excellent. 

The  final  chapter  on  operative  management  and 
post-operative  care  is  well  worth  reading. 

Craig  S.  Houston,  M.D. 

The  Pharmacopoeia  of  the  United  States  of 
America.  Twelfth  Revision.  Mack  Printing 
Company,  Easton,  Pa. 

The  twelfth  revision  of  the  United  States  Phar- 
macopoeia, containing  160  new  drugs  and  medicinal 
preparations,  is  the  best  and  most  useful  edition  we 
have  had  and  shows  the  work  and  cooperation  of 
well  known  authorities  in  medicine,  pharmacy  and 
health  science. 

Many  of  these  preparations  have  been  in  use  for 
some  time  by  the  medical  profession  and  are  now 
brought  under  official  standards. 

The  committees  on  revision  are  to  be  commended 
on  this  twelfth  edition  of  the  U S P. 

Wilbur  E.  Johnston,  Pitar.D. 

The  Modern  Attack  on  Tuberculosis,  by 
Henry  D.  Chadwick,  M.D.  and  Alton  S.  Pope, 
M.D.  99  pages.  $1.00.  The  Commonwealth 
Fund. 

Here  is  a small  package  full  of  choice  morsels. 
The  authors  have  presented  the  subject  of  tuber- 
culosis in  all  its  ramifications  from  A to  Z without 
waste  or  confusion.  Superlatives  have  been  tossed 
aside  to  present  facts ; and  the  old  and  the  new  are 
treated  in  a manner  that  should  he  satisfactory  to 
all. 

The  possibility  of  the  complete  eradication  of 
tuberculosis  in  a reasonable  time  is  the  motivating 
thought  throughout  the  book.  Facts  and  figures 
to  substantiate  such  an  aim  are  valuable  and  con- 
vincing. How  we  arrived  at  our  present  respectable 
low  mortality  and  morbidity  rates  ; and  how  we  mav 
be  able  to  attain  the  ultimate  goal  are  explained  and 
proposed  as  only  those  having  thorough  knowledge 
and  experience  are  able  to  do  it. 

Here  is  a book  that  will  answer  many  of  the  ques- 
tions and  problems  which  confront  the  physician 
when  he  thinks  of  tuberculosis.  It  is  invaluable  to 
all  public  health-minded  individuals  and  groups, 
whether  they  be  lay  or  professional.  It  is  easy  to 
read.  It  is  itself  a review  of  all  that  is  important 
to  know  of  the  disease  from  a public  health  aspect. 

Peter  F.  Harrington,  M.D. 
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THE  THERAPEUTIC 
USES  OF  WINE 

( mailed  free  upon  request) 

There  has  developed  an  interest  within  the  medi- 
cal profession  that  the  true  physiologic  and  thera- 
peutic uses  and  deficiencies  (and  also  the  food 
values)  of  wine  be  authoritatively  reviewed.  Such 
a review  has  been  prepared  in  monograph  form 
by  qualified  and  competent  medical  authorities  and 
constitutes  a summary  of  the  pertinent  scientific 
literature  of  present-day  medicine. 

The  contents  include  sections  on  wine  as  a food, 
and  the  actions  of  wine  on  the  gastro- intestinal 
system,  the  cardio -vascular  system,  the  genito- 
urinary system,  the  nervous  system  and  the  mus- 
cles, and  the  respiratory  system.  The  uses  of  wine 
in  diabetes  mellitus,  in  acute  infectious  diseases  and 
in  treatment  of  the  aged  and  convalescent  are  also 
discussed.  The  value  of  wane  as  a vehicle  for  medi- 
cation is  dealt  with,  and  an  important  section  on 
the  contraindications  to  the  use  of  wine  is  included. 
An  extensive  bibliography  is  presented  for  those 
who  may  wish  to  pursue  the  subject  further. 

This  review  results  from  a study  supported  by 
the  Wine  Advisory  Board,  an  agricultural  industry 
administrative  agency  established  under  the  Cali- 
fornia Marketing  Act,  and  has  been  sponsored  by 
the  Society  of  Medical  Friends  of  Wine. 

Members  of  the  medical  profes- 
sion are  invited  to  write  for  this 
monograph.  Requests  should  be 
made  to  the  Wine  Advisory  Board, 

85  Second  Street,  San  Francisco. 


86c  out  of  each  $1.00  gross  income 
used  for  members  benefit 

PHYSICIANS  CASUALTY  ASSOCIATION 
PHYSICIANS  HEALTH  ASSOCIATION 

HOSPITAL  ACCIDENT 

sickness  Insurance 


For  Ethical  Practitioners  Exclusively 

(57,000  POLICIES  IN  FORCE) 


LIBERAL  HOSPITAL  EXPENSE 
COVERAGE 

For 

$10.00 

per  year 

$5,000.00  accidental  death 

$25.00  weekly  indemnity,  accident  and  sickness 

For 

$32.00 

per  year 

$10,000.00  accidental  death 

$50.00  weekly  indemnity,  accident  and  sickness 

For 

$64.00 

per  year 

$15,000.00  accidental  death 

$75.00  weekly  indemnity,  accident  and  sickness 

For 

$96.00 

per  year 

40  years  under  the  same  management 

$2,220,000.00  INVESTED  ASSETS 
$10,750,000.00  PAID  FOR  CLAIMS 

$200,000  deposited  with  State  of  Nebraska 
for  protection  of  our  members 
Disability  need  not  be  incurred  in  line  of  duty  — 
benefits  from  the  beginning  day  of  disability 

Disabilities  occasioned  by  war  are  covered  in  full. 

Send  for  applications,  Doctor,  to 

400  First  National  Bank  Building,  • Omaha,  Nebr. 


INFLUENCE  OF  ‘SODIUM  AMYTAL’  ON 
INTELLIGENCE 


During  air  raids  on  London  various  sedatives 
were  tried  on  anxious  patients,  not  only  thera- 
peutically, but  prophylactically  to  reduce  apprehen- 
sion and  induce  a state  of  relative  mental  calm.  In 
order  to  determine  the  degree  of  mental  impair- 
ment and  the  capacity  to  react  reasonably  to  an 
emergency,  Slater  et  al  (Lancet,  1 :676,  June  6, 
1942)  measured  the  effect  of  ‘Sodium  Amytal’ 
(Sodium  Iso-amyl  Ethyl  Barbiturate,  Lilly)  by 
means  of  standard  intelligence  tests  which  were 
performed  on  nearly  400  cases.  It  was  concluded 
that  doses  of  3 grains  or  less  did  not  impair  the 
functioning  of  the  patients’  intelligence  to  any  im- 
portant extent.  The  drug  must  be  prescribed, 
nevertheless,  with  individual  susceptibilities  and 
requirements  in  mind.  Doses  of  1 grain  to  3 grains 
were  most  generally  useful. 
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LACTOGEN 


approximates 
women’s  milk  in  the 
proportion  of 
food  substances 


T he  cow’s  milk  used  for  Lactogen 
is  scientifically  modified  for  infant  feeding.  This 
modification  is  effected  by  the  addition  of  milk  fat  and 
milk  sugar  in  definite  proportions.  When  Lactogen 
is  properly  diluted  with  water  it  results  in  a formula 
containing  the  food  substances  — fat,  carbohydrate, 
protein,  and  ash  — in  approximately  the  same  pro- 
portion as  they  exist  in  woman’s  milk. 


No  advertising  or  feed- 
ing directions,  except 
to  physicians.  For  free 
samples  and  literature, 
send  your  professional 
blank  to  “Lactogen 
Dept.”  Nestle’s  Milk 
Products,  Inc.  155  East 
44th  St.,New  Y ork,N.  Y. 


“My  own  belief  is,  as  already 
stated,  that  the  average  well  baby 
thrives  best  on  artificial  foods  *in 
which  the  relations  of  the  fat,  sugar, 
and  protein  in  the  mixture  are  sim- 
ilar to  those  in  human  milk.” — 
John  Lovett  Morse,  A.M.,  M.D. 

Clinical  Pediatrics,  p.  156. 
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FAT  CARB.  PROTEIN  ASH 


NESTLE’S  MILK  PRODUCTS,  INC. 

155  EAST  44TH  ST.,  NEW  YORK,  N.  Y. 
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AIR-BORNE  BACTERIA 
and  CROSS  INFECTION 


The  effectiveness  of  the  2537A  band 
of  ultraviolet  in  reducing  air-borne 
pathogenic  bacteria  is  now  a scien- 
tific fact.  In  the  practical  applica- 
tion of  this  germicidal  ray,  the  Bur- 
ton ULTRAVIOLET  AIRADIATOR 
with  its  numerous,  (patent  applied 
for),  exclusive  features,  is  making  a 
vital  contribution  in  the  fight  against 
disease  and  its  costly  aftermath. 
The  benefits  of  the  ULTRAVIOLET 
AIRADIATOR  are  being  demon- 
strated ...  in  professional  offices,  in 


hospitals,  operating  rooms,  clinics, 
nurseries  and  other  indoor  gather- 
ing places. 

Now  you  and  your  patients  may 
also  avail  yourselves  of  the  protec- 
tive aid  against  air-borne  bacteria 
and  cross  infection,  which  the 
ULTRAVIOLET  AIRADIATOR  af- 
fords. Your  dealer  will  be  glad  to 
show  you  pertinent  clinical  data. 
He  will  also  be  pleased  to  demon- 
strate the  ULTRAVIOLET  AIRADI- 
ATOR to  you.  Ask  him  to  do  so  to-day. 


BURTON 


Physicians-Surgeons 
Medical  and  Hospital 
Supplies 


SMITH  - HOLDElkT 
COMPANY  il 


Hospital  Beds- Wheel 
Chairs-T  russes-Belts 
Supports-Sick  Room 
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624  Broad  Street 


Across  from  St.  Joseph's  Hospital 
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N ANTIQUE  TANKARD  or  modern 
glass  there's  nothing  to  compare  with 


Narragansett's  FINER  FLAVOR  OF 
SEEDLESS  HOPS. 


FAMOUS 


LAGER 


"TO°  GOOD 

TO  MISS!" 


NARRAGANSETT  BREWING  COMPANY 


CRANSTON,  R.  I. 


f 


Many  physicians  are  becoming  increas- 
ingly aware  of  the  value  of  DR.  LOCKE 
SHOES  in  their  practice.  They  are  finding 
them  most  HELVE UL  in  aiding  the  reduc- 
tion of  pain  and  swelling  due  to  functional 
decompensation  of  foot  structure. 

Our  staff  understand  your  problem  and 
will  work  with  you. 


SECOND  FLOOR,  W00LW0RTH  BLDG. 

OASPE  E 8 7 2 8 


effective,  Convenient 
and  economical 


The  effectiveness  of  Mercurochrome  has  been 
demonstrated  by  twenty  years’  extensive  clinical  use. 

For  the  convenience  of  physicians  Mercurochrome 
is  supplied  in  four  forms — Aqueous  Solution  for 
the  treatment  of  wounds.  Surgical  Solution  for 
preoperative  skin  disinfection.  Tablets  and  Powder 
from  which  solutions  of  any  desired  concentration 
may  readily  be  prepared. 


(H.W.&D.  Brand  of  dibrom-oxymercuri- fluorescein-sodium) 


is  economical  because  solutions  may  be  dispensed 
at  low  cost.  Stock  solutions  keep  indefinitely. 


MEDICAL 

ASSN. 


Mercurochrome  is  accepted  by  the 
Council  on  Pharmacy  and  Chemistry  of 
the  American  Medical  Association. 


Literature  furnished  on  request 

HYNSON,  WESTCOTT  & DUNNING,  INC. 

BALTIMORE,  MARYLAND 
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Eye,  Ear,  Nose  and  Throat 


FRANCIS  L.  BURNS,  M.D. 

Ear,  Nose  and  Throat 

Office  Hours  — 1:00-5:00  P.  M. 
and  by  appointment 

382  Broad  Street  Providence 


FRANK  W.  DIMMITT,  M.D. 


Eye,  Ear,  Nose  and  Throat 
78  Waterman  Street  Providence,  R.  I. 

Hours:  By  appointment 


JOS.  L.  DOWLING,  M.D. 

Practice  limited  to 
Diseases  of  the  Eye 

57  Jackson  Street  Providence,  R.  I. 

1-4  and  by  appointment 


RAYMOND  F.  HACKING,  M.D. 
Practice  limited  to  diseases  of  the  eye 
105  Waterman  Street  Providence,  R.  I. 


GORDON  J.  McCURDY,  M.D. 

Ear,  Nose  and  Throat 
Bronchoscopy  and  Esophagoscopy 
Hours,  by  appointment 
Phone  DExter  5550 

198  Angell  Street  Providence,  R.  I. 


BENJAMIN  FRANKLIN  TEFFT,  M.D. 
Ear,  Nose  and  Throat 

185  Washington  Street  West  Warwick,  R.  I. 
Hours  by  appointment  Phone  Valley  229-R 


HERMAN  A.  WINKLER,  M.D. 

Ear,  Nose  and  Throat 
224  Thayer  Street,  Providence  R.  I. 
Hours  by  appointment  Call  GAspee  4010 


DIRECTORY 

Cardiology 

CLIFTON  BRIGGS  LEECH,  M.D. 
Practice  limited  to 

Diseases  of  the  Heart  and  Circulatory  System 
Hours  by  appointment 
Phone  GAspee  5171 
Residence,  Warren  1191 
82  Waterman  Street  Providence,  R.  I. 

Dermatology 

WILLIAM  B.  COHEN,  M.D. 

Practice  limited  to 
Dermatology  and  Syphilology 
Hours  2-4  and  by  appointment 
105  Waterman  Street  Providence,  R.  I. 


VINCENT  J.  RYAN,  M.D. 

Practice  limited  to 
Dermatology  and  Syphilology 
Hours  by  appointment  Call  GA  4313 

198  Angell  Street,  Providence,  R.  I. 


CARL  D.  SAWYER,  M.D. 

Practice  limited  to 
Dermatology  and  Syphilology 
Hours  by  appointment 

182  Waterman  Street  Providence,  R.  I. 

MALCOLM  WINKLER,  M.D. 

Practice  limited  to 
Dermatology  and  Syphilology 
Hours  by  appointment  Call  DExter  0105 

105  Waterman  Street,  Providence,  R.  I. 

Genito-Urinary 

VINCENT  J.  ODDO,  M.D. 

Practice  limited  to 
Urology  and  Urological  Surgery 
Hours:  2-4  and  7-8  and 
by  appointment 

322  Broadway  Providence,  R.  I. 

X-Ray 

JACOB  S.  KELLEY,  M.D. 

Practice  limited  to  all  branches  of 
Roentgenology 

Special  attention  given  to  bedside  work 
153  Smith  Street  Providence,  R.  I. 

Hours:  10  to  4 and  by  appointment 
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Massage 

MISS  RACHEL  LEE  FITZGERALD 

Swedish  Massage 
Corrective  Exercises 

Telephone:  Warren  1015 

Massasoit  Ave.  Barrington,  R.  I. 

Druggist 


J.  E.  BRENNAN  & COMPANY 
Leo  C.  Clark,  Prop. 

APOTHECARIES 

5 North  Union  Street  Pawtucket,  R.  I. 

Sheldon  Building 

5 Registered  Pharmacists 


“We  guarantee  our  appliances  to  fit” 

Abdominal  Belts  Trusses,  Corsets 

Sacro  Iliac  Belts  Elastic  Stockings 

Spinal  Braces  Wheel  Chairs 

Hospital  Beds,  Arch  Supports  Etc. 

Male  and  Female  Attendants 
Phone  Dexter  8980 

H.  MAWBY  CO.,  INC. 

Makers  of  Surgical  Appliances 

63  Washington  St.  Providence,  R.  I. 
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A SUPPLEMENTAL  Phosphaljel  was  further  demonstrated  when  its 

administration  was  followed  by  prompt  healing 

ALUMINUM  THERAPY  of  these  lesions  in  every  case.1 


Aluminum  hydroxide  gel  is  accepted  therapy  in 
the  management  of  peptic  ulcer.  Its  impressive 
record  of  effectiveness  suggested  the  development 
of  an  alternate  aluminum  preparation  to  meet 
particular  requirements  in  certain  cases. 

Phosphaljel,*  Wyeth's  Aluminum  PhosphateGel, 
was  originated  by  Wyeth  and  was  used  experi- 
mentally in  the  first  successful  attempt  to  prevent 
postoperative  jejunal  ulcer  in  Mann-Williamson 
dogs.  Some  animals  were  allowed  to  develop 
Mann-Williamson  ulcers  and  the  effectiveness  of 


In  man,  Phosphaljel  was  found  to  be  most  effec- 
tive in  peptic  ulcer  following  gastrojejunostomy, 
a condition  which  appears  to  be  analogous  to  the 
Mann-Williamson  ulcer  in  dogs.1 

Phosphaljel  contains  4%  aluminum  phosphate 
and  possesses  antacid,  astringent  and  demul- 
cent properties  analogous  to  those  of  aluminum 
hydroxide  gel. 

‘Fauley,  G.  B.;  Freeman,  S.;  Ivy,  A.  C.;  Atkinson,  A.  ].,  and 
Wigodsky,  H.  S.t  Aluminum  Phosphate  in  the  Therapy  of 
Peptic  Ulcer,  Arch.  bit.  Med.  67:  563- 
578  (March)  1941.  *Reg.  u.  s.  Pat.  Off. 
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• Navy  training  helps  to  build  strong, 
healthy  bodies. 

First  in  command  of  establishing 
health  habits  in  civilian  life  is  the 
family  physician.  When  the  daily  rou- 
tine for  regular  bowel  habits  is  disturbed, 
the  physician’s  recommendation  of 
Petrogalar*  frequently  facilitates  a re- 
turn to  normal. 

Petrogalar  helps  soften  the  stool  and 
renders  it  mobile  for  comfortable  bowel 
movement.  Consider  Petrogalar  for  the 
treatment  of  constipation. 


FOR  THE  TREATMENT  OF  CONSTIPATION 

P etrogalar 


* Reg.  U.  S.  Pat.  Off.  Petrogalar  is  an  aqueous  suspension  of  pure 
mineral  oil  each  100  cc.  of  which  contains  65  cc.  pure  mineral  oil 
suspended  in  an  aqueous  jelly  containing  agar  and  acacia. 


Petrogalar  Laboratories,  Inc.  • 8134  McCormick  Boulevard  • Chicago,  Illinois 
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Out  of  the  chaos  and  confusion— the  burns, 
lacerated  wounds  and  compound  fractures— 
that  was  Pearl  Harbor  on  that  first  Sunday  of 
December,  1941— have  come  many  lessons. 
Not  the  least  among  them  is  the  value  of  the 
sulfonamides— used  topically  for  the  manage- 
ment of  the  potentially  infected  traumata. 

Field  conditions  were  ideal  for  the  produc- 
tion of  Clostridial  infections— yet  the  incidence 
of  gas  gangrene  was  remarkably  low  and  re- 
sulted in  no  deaths.  Hospital  facilities  and 
surgical  skill  were  hard-pressed  and  surgical 
operations  were  delayed  from  hours  to  days. 
Due  in  no  small  measure  to  the  use  of  the 
sulfonamides,  postoperative  mortality  was  only 
3.8  per  cent,  and  most  of  these  fatalities  were 
from  shock  and  hemorrhage. 

Topical  use  of  sulfonamides  is  assuming  in- 
creasing importance  not  alone  in  military  prac- 


tice but  in  industry  and  civil  life.  These  com- 
pounds should  be  regarded  as  an  important 
adjunct  to  surgery,  regardless  of  whether  the 
surgeon  is  dealing  with  grossly  contaminated 
wounds  or  maintaining  asepsis  in  his  opera- 
tive field.  Further  studies  must,  of  course,  be 
made  to  determine  the  method  of  application 
best  suited  for  each  type  of  wound. 

The  Squibb  Laboratories  have  available 
many  of  the  sulfonamide  compounds.  There 
are  several  dosage  forms  under  laboratory  and 
clinical  investigation  and  these  will  be  pro- 
vided as  the  need  arises  and  results  prove 
favorable. 


Destruction  of  barracks  at  Wheeler  Field,  T.  H.,  December  7,  1941. 
Photo  by  U.  S.  Army  Signal  Corps. 
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WITH  ADRENALIN  IN  ASTHMA 


Adrenalin*  sounds  a clear,  unwavering  note 
in  its  marked  ability  to  dilate  and  clear  the 
bronchioles  in  bronchial  asthma  . . . Adren- 
alin in  aqueous  solutions  for  speedy  relief 
in  asthmatic  emergencies  . . . Adrenalin  in 
Oil  for  sustained  all-night  relaxation  and 
comfort.  No  medication  is  more  effective, 
none  more  widely  relied  upon. 


Adrenalin,  an  epinephrine  manufactured  ex- 
clusively by  Parke,  Davis  & Company,  is  of 
value  in  preventing  and  treating  various  al- 
lergic states,  in  checking  superficial  hemor- 
rhage, for  stimulating  vital  centers  in  certain 
crises. 

Adrenalin  is  a powerful  vasoconstrictor,  cir- 
culatory stimulant  and  hemostatic.  It  repre- 
sents a standardized,  natural  hormone,  TOO 
per  cent  active.  Are  your  bag  and  office 
supplied? 

•Trode-mark  Reg.  U.S.  Paf.  Off. 


Adrenalin  Chloride  Solution 1:1000 

Adrenalin  Chloride  Solution 1:100 

Adrenalin  in  Oil  Ampoules 1:500 


Product s of  modern  research  offered  to  the  medical  profession 
by  Parke,  Davis  A Company,  Detroit,  Michigan. 
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N ANTIQUE  TANKARD  or  modern 
glass  there's  nothing  to  compare  with 
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CRANSTON,  R.  I. 
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COUP  BROTHERS 

Dexter  8020 

24  Hour  Service 


86c  out  of  each  $1.00  gross  income 
used  for  members  benefit 

PHYSICIANS  CASUALTY  ASSOCIATION 
PHYSICIANS  HEALTH  ASSOCIATION 

HOSPITAL  ACCIDENT 

SICKNESS  Insurance 


For  Ethical  Practitioners  Exclusively 

(57,000  POLICIES  IN  FORCE) 


LIBERAL  HOSPITAL  EXPENSE 
COVERAGE 

For 

$10.00 

per  year 

$5,000.00  accidental  death 

$25.00  weekly  indemnity,  accident  and  sickness 

For 

$32.00 

per  year 

$10,000.00  accidental  death 

$50.00  weekly  indemnity,  accident  and  sickness 

For 

$64.00 

per  year 

$15,000.00  accidental  death 

$75.00  weekly  indemnity,  accident  and  sickness 

For 

$96.00 

per  year 

40  years  under  the  same  management 

$2,220,000.00  INVESTED  ASSETS 


$10,750,000.00  PAID  FOR  CLAIMS 

$200,000  deposited  with  State  of  Nebraska 
for  protection  of  our  members 
Disability  need  not  be  incurred  in  line  of  duty  — 
benefits  from  the  beginning  day  of  disability 

Disabilities  occasioned  by  war  are  covered  in  full. 

Send  for  applications,  Doctor,  to 

400  First  National  Bank  Building,  • Omaha,  Nebr. 
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30,000  MILES  EACH 
WOULDN’T  YOU  SAY? 


Barring  accidents,  tires  made  alike  will  act  alike. 
And  the  same  goes  for  cigarettes.  Only  a cigarette 
made  differently  can  be  expected  to  have  a different 
effect  on  the  smoker. 

Philip  Morris  is  less  irritating  to  the  nose  and 
throat*  because  of  its  distinctive  method  of  manufac- 
ture. Y ou  can  easily  confirm  that  statement  by  mak- 
ing your  own  tests.  Won’t  you  try  Philip  Morris  on 
your  patients  who  smoke? 

Philip  Morris 

Philip  Morris  & Co.,  Ltd.,  Inc. 

119  Fifth  Avenue,  N.  Y. 

* Laryngoscope,  Feb.  1935,  Vol.  XLV,  No.  2,  149-154 
Laryngoscope,  Jan.  1937,  Vol.  X.LV11,  No.  1,  38-60 


TO  PHYSICIANS  WHO  SMOKE  A PIPE:  We  suggest  an  un- 
usually fine  new  blend — Country  Doctor  Pipe  Mixture.  Made  by  the 
same  process  as  used  in  the  manufacture  of  Philip  Morris  Cigarettes. 
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Pause  at  the  familiar  red  cooler  for  ice-cold  Coca-Cola.  Its  life,  sparkle 
and  delicious  taste  will  give  you  the  real  meaning  of  refreshment. 


Curran  & Burton,  Inc. 

GENERAL  MOTORS  HEATING  EQUIPMENT 

COAL  OIL 

TURKS  HEAD  BUILDING,  P R O V I D E N C E — G A . 8123 
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A bid  for  closer  patient  cooperation 
in  adjustments  of  smoking  hygiene 
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THE  pace  of  modern  life  leaves  its  mark  on  many 
individuals.  Symptoms,  though  remote,  sub-clini- 
cal, may  be  of  interest  to  the  physician,  perhaps  in  con- 
nection with  nicotine  intake.*  Obviously,  the  explora- 
tion of  this  potential  requires  the  patient’s  close  coop- 
eration. 

In  this  situation  there  is  an  advantage  to  you  in  ad- 
vising slow-burning  Camel  cigarettes.  Millions  have 
changed  to  Camels  for  their  superior  mildness  and  fla- 
vor—the  famous  Camel  “pleasure  factor.” 

Patient’s  compliance  with  your  suggestions  should 
lead  to  improved  accuracy  in  case  histories.  This  may 
present  new  clinical  opportunities,  especially  when 
such  records  are  grouped  and  studied  as  a whole. 

*J.  A.  M.  A.,  93:1110- October  12.  1929 
Bruckner,  H.—Die  Biochemie  des  J'abaks,  1936 
The  Military  Surgeon,  Vol.  89,  No.  1,  t>.  5,  July,  1941 


“THE  CIGARETTE,  THE  SOLDIER,  AND  THE 
PHYSICIAN, ’’TheMilitary  Surgeon, July,  1941.  Re- 
print available.  Write  Camel  Cigarettes,  Medical  Re- 
lations Division,  1 Pershing  Square,  New  York  City. 
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REPEATED  BY  REQUEST 


Is  Your  Yearly  Income 

*15.000  - *20.000  - *25.000  - <n  *30.000  ? ? 


These  upper  income  brackets  are  not  difficult  to  attain.  If  you 
have  any  doubt  about  this  . . . look  around  you  and  see  what 
some  of  the  others  in  your  profession  are  doing. 

Are  you  satisfied  to  be  among  the  ones  who  needlessly  choose 
the  "Hard  Way"? 

The  "Hard  Way"  is  parallel  to  a winding  way  up  and  down 
the  side  of  a mountain  . . . long  and  dangerous. 

Literally  speaking  . . . it's  like  a continuous  sacrifice  of  tre- 
mendous opportunities  of  achieving  greater  success  in  your 
profession. 

The  "Right  Way"  is  smooth  . . . you  can  travel  it  safely  to 
attain  the  higher  income  brackets  for  your  practice. 

With  the  privilege  of  choosing  either  route,  would  you  delib- 
erately take  the  "Hard  Way",  which  is  long  and  dangerous? 

Ridiculous  as  that  may  sound  — it  is  what  many  Doctors  do, 
day  in  and  day  out. 

They  needlessly  handicap  themselves  by  constantly  choosing 
the  "Hard  Way". 

We  can  arrange  a plan  to  suit  the  needs  of  your  own  practice. 
Of  course,  there  is  no  charge  for  this  service. 

Investigate  further  the  "Right  Way"  Plan  TODAY. 
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Hospital  Beds- Wheel 
Chairs-T  russes-Belts 
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Supplies 


624  Broad  Street  Across  from  St.  Joseph's  Hospital 


PROVIDENCE 


DECEMBER  . . . the  star  of  Bethlehem  and  the  bombs 
of  Pearl  Harbor . . . the  Prince  of  Peace  and  the  god  of  war 

Christmas  will  have  little  meaning  to  the  thousands  of  physicians 
who  serve  their  country  and  perhaps  to  thousands  more 
who  strive  to  carry  on  at  home.  There  is  little  time 
for  exchange  of  pleasantries  in  the  grim  business  of  winning 
a war  'v?  But  the  Christmas  Season  will  come 
again  when  the  forces  of  evil  are  dead  — when  man  again 

will  do  unto  others  as  he  would  have  done  unto  him. 

ELI  LILLY  AND  COMPANY 

PRINCIPAL  OFFICES  AND  LABORATORIES,  INDIANAPOLIS,  INDIANA,  U.S. 
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FEARS  OF  INFANCY  AND  EARLY 
CHILDHOOD 

Henry  E.  Utter,  M.D. 


The  fears  of  infants  and  young  children  present 
to  the  pediatrician  and  general  practitioner  one  of 
the  most  interesting  matters  in  the  routine  of  his 
practice.  Fear  is  perhaps  one  of  the  most  essential 
characteristics  in  the  mental  make-up  of  each  in- 
dividual ; nearly  every  person,  in  addition  to  the 
ordinary  protective  fears  necessary  to  the  usual 
methods  of  life,  suffers  from  fears,  obsessive  in 
type,  often  unwarranted,  yet  so  deeply  rooted  in 
the  subconsciousness  that  they  govern  the  daily 
life,  curtail  the  pleasure  to  he  derived  from  many 
delightful  adventures  and  dominate  the  existence 
of  many  individuals  to  the  extent  of  making  them 
the  subjects  of  other  ramifying  neuroses. 

Fears  of  infancy  and  early  childhood  may  be 
roughly  divided  into  inherited,  protective,  con- 
venient, and  psychological  or  conditioned  fears. 

1.  Inherited  fears. 

At  what  age  does  fear  come  to  the  infant?  If 
we  believe  in  the  theorizing  of  the  philosophical 
sage  who  claims  that  there  are  two  inherited  fears, 
then  we  must  admit  that  inheritance  does  count. 
The  so  classified  inherited  fears  are  the  fear  of 
falling  from  a table  and  the  fear  of  a loud  noise. 
To  the  pediatrician  or  obstetrician,  who  sees  in  the 
course  of  his  work  many  hundreds  of  new  born 
infants,  there  is  a possible  fallacy  in  this  observa- 
tion so  frequently  quoted  in  books  devoted  to 
psychology. 

If  an  infant  is  taken  from  a warm  crib  and  placed 
on  a table  even  though  there  be  a pilch  covering 
the  same,  he  expresses  his  indignation  with  a lusty 
cry  and  sudden  extension  of  both  arms  and  legs. 
This  fact  led  in  the  original  observation  to  the 
belief  that  the  reaction  was  a manifestation  of  fear. 
However,  if  the  same  infant  is  replaced  in  its  crib 
and  again  placed  on  the  same  table  with  a warm 
blanket  covering,  there  is  no  outcry.  Again  if  an 
impulsive  nurse  places  the  baby  rather  brusquely 


upon  the  table,  there  is  the  outcry,  but  if  a nurse 
of  a different  temperament  quietly  places  the  baby 
on  the  table,  there  is  no  response. 

Hardly  without  a doubt  what  seemed  like  an  ex- 
pression of  fear  was  nothing  more  than  a reflex 
act  on  the  part  of  the  infant  produced  by  exposing 
the  baby  to  a different  temperature  environment. 
How  often  the  physician  has  produced  the  same 
result  in  an  infant  or  older  patient  by  touching 
him  with  a cold  hand  or  stethoscope. 

The  skin  of  the  infant  and  young  child  is  ex- 
tremely sensitive  to  external  stimuli.  Many  adults 
have  amused  themselves  by  “tickling”  children  in 
order  to  witness  the  resultant  outburst  of  laughter 
and  muscular  contractions  on  the  part  of  the  child. 
As  age  advances,  the  sensory  nerves  of  the  skin 
become  less  sensitive  to  stimulation  although  some 
persons  even  in  adult  life  do  not  lose  this  char- 
acteristic. So  much  for  inherited  fear  number  one. 

The  second  so-called  inherited  fear  was  demon- 
strated by  striking  a metal  bar  near  the  head  of  the 
unsuspecting  infant.  There  ensued  the  same  out- 
burst of  crying  with  extension  of  arms  and  legs. 
Here  again  there  is  some  doubt  concerning  the 
truth  of  the  observation.  Perhaps  after  the  first 
forty-eight  hours  of  life  the  hearing  is  as  acute 
as  it  is  in  later  life,  if  not  more  so.  Was  this  ap- 
parent fear  anything  more  than  a reflex  act  on  the 
part  of  the  infant?  The  same  response  may  be 
noted  when  a person  with  a gruff  voice  speaks  in 
close  proximity  of  the  infant : a cough  or  a sudden 
slamming  of  a door  will  produce  the  same  result. 
The  unstable  nervous  system  of  the  infant  is  sensi- 
tive to  all  auditory  stimuli.  Such  a response  is  not 
characteristic  of  infancy.  Anyone  with  normal 
hearing  at  the  sound  of  a sudden  explosion  or  the 
dropping  of  a tin  pan  on  the  kitchen  floor  will 
exhibit  the  same  response  as  the  new  born  infant. 
Most  adults  dislike  the  noises  produced  by  youths 
on  the  Fourth  of  July.  This  reaction  could  hardly 
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be  called  a fear,  particularly  in  the  infant.  So 
much  for  inherited  fear  number  two.  We  doubt 
its  existence. 

2.  Protective  fears. 

By  this  we  refer  to  those  fears  which  nature  has 
produced  in  our  mental  make-up  to  protect  us  from 
the  hazards  of  life.  They  are  for  the  most  part 
instinctive  and  may  be  witnessed  in  almost  any 
part  of  the  animal  kingdom.  They  are  the  fears  of 
impending  danger.  Strange  it  seems  that  they 
should  appear  in  the  infant  so  early  in  life  when 
the  child  is  so  closely  guarded  by  its  mother,  but 
nature  places  in  all  its  species  fear  as  a dominant 
factor.  In  wildlife  this  is  witnessed  almost  imme- 
diately after  birth;  the  smallest  newborn  animal 
will  skurry  to  the  environment  of  its  mother  at  the 
approach  of  a strange  animal  or  a person.  This  is 
true  of  domesticated  animals  as  well  as  wild.  It 
would  almost  seem  that  domesticated  animals 
under  the  protection  of  their  human  caretakers 
would  after  a certain  number  of  generations  lose 
these  protective  fears.  This  is,  however,  not  true. 
Even  laboratory  animals  such  as  mice  or  guinea 
pigs  raised  in  cages  exhibit  a certain  amount  of 
fear  shortly  after  birth.  The  partridge  or  even 
smaller  female  birds  will  quickly  feign  a broken 
wing  to  lead  a predatory  animal  astray  and  far 
from  the  brood  which  has  heeded  the  mother  call 
to  run  to  cover.  If  protective  fears  did  not  exist, 
there  would  be  little  chance  for  our  wild  creatures 
to  sustain  life  in  the  presence  of  their  enemies 
which  do  maintain  the  balance  of  life  in  the  wilder- 
ness and  prey  upon  one  another.  In  the  human 
race,  although  fear  may  be  present  at  an  early  age, 
the  infant  has  not  been  given  the  power  to  evade 
danger.  This  is  also  true  of  the  young  of  wild 
animals  whose  span  of  life  is  long.  Animals  with 
a short  life  span  have  the  power  to  evade  danger 
almost  as  soon  as  they  are  born. 

Protective  fears  are  of  a simple  nature.  These 
appear  between  the  fourth  and  fifth  months.  Pre- 
vious to  this  time  the  physician,  for  instance,  may 
approach  the  infant  without  the  possibility  of  an 
outburst  of  crying.  Rather  suddenly  and  unexpect- 
edly the  infant  at  this  period  cries  at  the  approach 
of  a stranger,  or  when  the  baby  finds  himself  in  an 
unusual  situation  such,  for  instance,  as  the  doctor’s 
office.  The  appearance  of  an  animal  within  the 
vision  of  the  baby  may  cause  a startled  crv  even 
though  this  be  a pet  dog  or  cat  which  has  always 


been  from  the  birth  of  the  baby  a part  of  the  family 
circle.  The  cat  which  jumps  upon  the  crib  of  the 
baby  at  this  age  will  produce  an  outcry  which  did 
not  appear  in  the  first  three  months  of  the  infant's 
life. 

The  offspring  of  mature  parents  are  often  more 
sensitive  to  external  stimuli  than  those  of  young 
parents  and  may  demonstrate  their  fears  a few 
weeks  earlier.  This  brings  up  the  question  as  to 
whether  the  infant  may  inherit  from  his  parents 
their  acquired  mental  characteristics  ; not  to  be  dis- 
cussed here.  There  can  be  no  doubt  that  generally 
speaking  the  infant  born  of  older  parents  does  de- 
velop mentally  more  rapidly  than  those  of  younger 
parents.  The  facial  expression  of  an  infant  at  birth 
born  of  mature  parents  may  present  more  intelli- 
gence than  the  one  born  of  younger  parents.  The 
mental  and  physical  development  in  every  respect 
in  the  first  few  years  of  li  fe  may  be  more  rapid.  One 
by  a fantastic  stretch  of  the  imagination  might  even 
be  prevailed  upon  to  believe  that  the  rapid  develop- 
ment of  the  children  in  the  past  two  generations 
might  depend  to  some  extent  upon  the  fact  that 
except  in  such  emergencies  as  the  present  war,  peo- 
ple for  the  most  part  have  been  married  and  pro- 
duced offspring  at  a more  mature  age  than  did  our 
grandparents  and  great  grandparents.  Others, 
however,  more  than  likely  would  attribute  this  ex- 
cessive growth  to  our  great  knowledge  of  the  pro- 
cess of  nutrition  in  the  first  two  years. 

After  the  fourth  month  the  infant  is  particularly 
sensitive  to  outside  stimuli ; loud  sounds,  a strange 
face  or  other  simple  cause  which  startles  the  infant 
provokes  the  well  defined  fear  reflex  of  crying  and 
extension  of  both  arms  and  legs,  the  baby  during 
this  demonstration  often  poising  itself  on  the  back 
of  the  head  and  the  heels;  the  buttocks,  however, 
seldom  are  raised  completely  from  the  supporting 
surface  upon  which  the  infant  is  lying.  At  this 
time  the  infant  often  becomes  “spoiled"  by  the 
mother  who  handles  it  too  frequently  owing  to  the 
fact  that  she  does  not  understand  the  apparently 
strange  behavior  of  her  formerly  placid  baby. 

The  writer  has  for  many  years  called  the  year 
beginning  at  the  fourth  or  fifth  month,  the  “year 
of  uncontrolled  fear".  By  the  end  of  the  eighth  or 
ninth  month  of  life,  the  baby  has  become  accus- 
tomed to  what  were,  previously,  strange  situations 
and  the  outbursts  of  crying  are  less  frequent.  How- 
ever, the  simple  protective  fears  do  often  continue 
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until  the  child  is  three  years  of  age,  and,  of  course, 
are  never  lost,  but  become  understood  and  con- 
trolled by  intelligence.  At  about  the  middle  of  the 
second  year  there  develops  in  the  mental  constitu- 
tion of  the  small  child  what  might  almost  seem  a 
paradox.  At  this  time  there  starts  what  the  writer 
has  again  often  termed  “the  year  of  uncontrolled 
independence".  The  runabout  begins  to  assert  him- 
self in  no  uncertain  terms ; he  desires  to  throw  off 
the  yoke  of  parental  dominance  and  go  his  own 
way.  Then  appear  behavioristics  so  commonly  wit- 
nessed in  almost  any  home.  Co-ordination  being 
rather  poor,  the  child  attempts  to  tip  over  the  furni- 
ture, lift  the  rugs  from  the  floor,  send  the  family 
heir-loom,  in  the  shape  of  an  antique  lamp,  crash- 
ing to  the  floor  and  for  his  pains  receives  many  a 
bump.  Then  because  of  the  noise  and  clatter  to- 
gether with  his  aches  and  pains  from  his  own  mis- 
hap, there  appears  beneath  the  bold  exterior  the 
still  dominating  character  of  fear  and  he  rushes 
wildly  to  the  protecting  arms  of  his  mother  in  a 
terrified  state  of  mind.  His  independence  is  tem- 
porarily forgotten,  but  to  the  discomforture  of  the 
mother  only  for  a short  space  of  time.  He  is  soon 
up  to  his  old  tricks.  This  is  much  akin  to  the  be- 
havior of  the  adult  “bully”  when  he  finds  himself 
in  a pinch.  It  was  ex-President  Herbert  Hoover, 
in  one  of  his  White  House  Conferences  devoted  to 
child  welfare,  who  stated  that  it  was  during  this 
period  of  life  that  we  reluctantly  yet  with  a sigh 
of  relief  welcome  bedtime  hour  as  we  tuck  the 
children  into  bed.  This  bedtime  hour  is  often  a 
nightmare  to  the  mother,  for  then  the  indepen- 
dence again  asserts  itself  and  the  child  evades  if 
possible  the  issue  of  going  to  bed.  Here  comes  the 
real  test  of  the  will  power  of  the  parent.  At  a period 
of  life  when  the  child  needs  the  most  sleep,  he 
rebels  against  the  very  thing  which  is  most  essential 
to  health.  This  feature  continues  throughout  the 
early  life  of  most  children  and  in  fact  many  adults 
suffer  from  the  same  state  of  mind  of  never  know- 
ing when  they  most  need  rest.  Children,  and  adults 
as  well,  often  never  realize  their  own  limitations 
in  physical  and  mental  endurance  and  display  a 
restless  irritability  before  final  retirement. 

This  period  of  life  between  the  end  of  the  first 
year  and  three  years  of  age  is  a difficult  one  for  par- 
ents to  understand.  It  is  then  that  dominating 
characteristics  passed  down  through  untold  gener- 
ations may  assert  themselves.  The  parents  them- 


selves may  not  possess  such  inherent  traits  and 
little  understand  the  development  of  the  same  in 
their  children,  perhaps  not  realizing  that  strange 
exhibitions  of  character  are  accounted  for  by  traits 
which  may  have  existed  in  individuals  many  gen- 
erations past.  Protective  fears  develop  rapidly  in 
the  third,  fourth  and  fifth  years,  and  include  fear 
of  animals,  fear  of  the  water,  fear  of  high  winds 
or  thunderstorms.  The  ingenuity  of  the  parent  is 
taxed  to  the  limit  to  explain  the  relative  importance 
of  these  fears.  Upon  the  ability  of  the  mother  and 
child  to  analyze  these  fears  rests  the  child’s  future 
mental  happiness. 

Mentally  defective  children  develop  the  protec- 
tive, instinctive  fears  of  childhood  and  these  fears 
persist  for  many  years  owing  to  the  fact  that  such 
children  have  not  the  intelligence  or  reasoning 
power  to  accept  the  pros  and  cons  in  the  analysis 
of  the  unimportance  of  such  fears.  At  first  thought 
one  would  be  led  to  believe  that  children  of  low 
intelligence  would  not  reveal  manifestations  of 
fear.  The  very  fact  that  they  do  is  convincing  evi- 
dence of  the  instinctive  character  of  protective 
fears  which  are  so  widely  distributed  in  the  mem- 
bers of  the  human  race  as  well  as  in  other  species 
of  the  animal  kingdom. 

3.  Convenient  fears. 

Convenient  fears  may  be  described  as  those 
which  develop  primarily  to  allow  the  growing  child 
to  eliminate  the  responsibilities  of  life  cast  upon 
him  in  the  family  circle.  These  do  not,  of  course, 
appear  in  the  period  of  infancy  but  increase  rapidly 
in  the  preschool  child.  The  child  is  afraid  to  go  out 
in  the  yard  in  the  gathering  darkness  to  pick  up 
his  toys  or  he  is  afraid  to  go  into  the  dark  cellar 
on  a simple  errand.  He  becomes  afraid  of  the  mere 
idea  that  he  may  encounter  a none  too  friendly 
stranger  if  sent  to  accomplish  a simple  task.  The 
city  child  who  leads  a life  sheltered  by  mother  and 
an  apprehensive  nurse  becomes  more  rapidly  im- 
bued with  these  fears  than  does,  for  instance,  the 
child  reared  in  the  country. 

These  convenient  fears  have  no  real  psycho- 
logical basis  but  if  the  child  is  sufficient  of  an  actor, 
he  certainly  deprives  his  mother  of  much  needed 
help  as,  for  example,  in  adjusting  the  clutter  of  the 
play  room  after  a rainy  day  spent  indoors.  Many 
seemingly  simple  fears  which  the  child  brings  into 
his  own  subconsciousness  for  convenience  in  these 
preschool  years  may  produce  the  pattern  of  rami- 
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tying  fears  which  cause  psychological  difficulties 
in  the  early  school  years. 

The  fears  of  early  childhood  usually  are  brought 
quickly  under  control  by  an  intelligent  parent  and 
of  course  are  dependent  in  turn  upon  the  intel- 
lectual development  of  the  child  itself.  A proper 
appeal  to  the  reason  of  the  child  is  usually  sufficient 
to  prevent  the  formation  of  well  defined  fear  pat- 
terns in  the  first  years  of  childhood. 

4.  Conditioned  or  psychological  fears. 

Conditioned  fears  are  those  which  have  become 
fixed  in  the  child’s  subconsciousness  by  a circum- 
stance or  a series  of  situations  which  promote  fear. 
The  conditioning  process  is  dependent  upon  the  en- 
vironment in  which  the  child  lives,  the  character 
of  the  nurse  or  mother  who  cares  for  the  child  and 
upon  the  nervous  constitution  of  the  child  itself. 

Concerning  environment,  the  child  who  lives  in 
a household  where  confusion  and  excitement  are 
dominating  features  becomes  irritable,  develops  a 
feeling  of  insecurity  through  insufficient  rest,  ir- 
regularity of  meals  and  improper  food.  Such  a 
family  may  he  governed  by  an  overhearing  father 
at  times  addicted  to  the  habit  of  imbibing  too  large 
quantities  of  alcoholic  beverages  and  often  the 
instigator  of  many  disagreeable  arguments  in  the 
presence  of  the  children.  Children  brought  up  in 
such  conditions  fall  a ready  prey  to  the  develop- 
ment of  fears. 

It  is  possible  that  children  whose  playground  is 
the  city’s  streets  may  become  accustomed  to  the 
hazards  of  life  and  learn  instinctively  to  avoid  the 
dangers  with  their  concomitant  fears  which  their 
brothers  from  the  country  are  not  so  well  quali- 
fied to  understand.  The  over-sheltered  child  whose 
daily  life  is  too  carefully  guarded  may  pass 
through  his  early  childhood  without  the  appear- 
ance of  any  nervous  fears.  Such  a child  may, 
however,  be  overcome  when  he  later  faces  the  com- 
plexities of  life,  and  his  insecurity  in  a life  of  chaos 
may  be  more  pronounced. 

The  unstable  mother  or  the  over  emotional  nurse 
is  most  frequently  the  person  who  stimulates  the 
development  of  fears  in  the  child.  Such  a person 
may  be  emotionally  overcome  at  the  sight  of  an 
accident  in  the  street,  the  appearance  of  blood  from 
a wound  or  such  trivial  incidents  as  the  arrival  of 
a mouse  from  the  cellar  stairs.  Certain  classes  of 
people  are  more  subject  to  fear  neuroses ; the  par- 
ents are  over-solicitous  about  their  children  and 
with  the  natural  anxiety  and  apprehension  of  such 


parents,  the  children  are  more  susceptible  to  the 
development  of  fears.  The  behavior  of  the  mother 
or  nurse  will  react  badly  upon  the  child  who  hap- 
pens to  be  the  innocent  bystander  at  the  time  of  the 
incident  which  upsets  the  mother  or  nurse. 

The  character  of  the  child  is  important.  The 
placid,  often  excessively  fat  and  none  too  agile 
infant  will  more  than  likely  continue  in  the  early 
years  of  childhood  to  follow  the  even  trend  of  his 
calm  disposition.  Such  a child  is  seldom  beset  with 
fears,  for  probably  his  parents  are  of  a similar 
temperament.  This  type  of  child  as  he  grows  older 
becomes  what  might  be  called  a “plainsman”  in 
life.  He  follows  his  daily  routine  of  life  with  en- 
joyment, is  friendly  with  everyone  he  meets,  his 
wants  are  few,  he  is  easily  amused.  He  is  usually 
the  child  of  few  aptitudes,  rarely  becomes  a leader. 
His  illnesses  are  few,  nor  is  he  particularly  upset 
by  sickness.  His  nervous  system  is  stable,  even 
though  not  highly  organized,  and  he  little  compre- 
hends the  troubles  of  the  opposite  type.  His  fears 
are  few  and  inconsequential. 

The  sensitive,  highly  organized,  exceedingly 
agile  infant  on  the  other  hand  as  he  passes  into 
childhood  is  more  readily  affected  by  his  surround- 
ings and  he  is  more  susceptible  to  early  childhood 
fears.  If  intelligently  handled  he  enjoys  life  in  its 
fullest  measure  even  though  his  ups  and  downs  may 
he  greater.  He  is  the  “mountaineer”  in  life.  His 
peaks  are  high,  he  is  intelligent,  with  proper  con- 
centration becomes  a good  student,  he  is  a nat- 
ural leader  and  is  sought  by  his  friends.  He  is  full 
of  imagination  and  adventure  even  to  a point  when 
his  enthusiasm  leads  him  into  danger.  The  days 
when  he  climbs  his  highest  peaks  should  be  more 
in  number  than  those  when  he  traverses  the  valleys 
of  depression.  The  valleys  in  his  life  may  be  deep 
and  at  times  his  usual  optimism  may  he  offset  by 
days  of  pessimism.  He  may  he  more  susceptible  to 
infection  than  his  “plainsman”  brother  and  not  in- 
frequently from  a physical  standpoint  may  he  the 
allergic  type.  His  fears  in  childhood  may  be  more 
intense  in  character,  hut  with  proper  guidance  his 
intelligence  should  be  sufficient  to  overcome  most 
of  his  fears. 

A long  illness  may  raise  havoc  with  the  nervous 
system  of  the  “mountaineer”  and  adolescence  be- 
comes more  of  a problem  than  it  does  to  the  “plains- 
man" type. 

The  fears  of  childhood  are  numerous,  many 
transitory  and  in  later  life  unimportant.  However, 
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when  the  child  is  passing  through  such  a phase,  the 
matter  looms  large  on  the  mental  horizon  of  the 
parents.  The  children  of  today  become  cognizant 
of  many  matters  in  life  of  which  the  generation  of 
children  past  knew  little.  The  radio  brings  to  them 
many  of  the  sordid  matters  of  life  which  may 
leave  a lasting  impression.  It  is  gratfying  to  note 
that  in  the  past  two  or  three  years  there  has  been 
a decreasing  number  of  this  kind  of  radio  program. 
Restless  nights  and  night  terrors,  more  often  than 
real  fears,  result  from  radio  stories. 

Fear  of  darkness  is  common  in  childhood  and 
usually  the  result  of  conditioning  by  an  oversensi- 
tive parent.  To  the  child  the  ocular  sense  is  lost  in 
darkness  and  a disagreeable  incident  occurring  in 
tbe  dark  leaves  the  child  in  a state  of  mental  con- 
fusion. The  scream  of  a careless,  thoughtless 
mother  in  the  dark  stimulates  the  imagination  of 
the  child  and  starts  the  fear  process.  The  many 
unexplained  sounds  heard  in  the  night  are  often  a 
source  of  terror  to  the  child.  With  the  sense  of 
sight  lost  the  auditory  apparatus  magnifies  these 
sounds. 

Repeated  walks  in  the  darkness  with  the  child 
who  possesses  such  fears  will  frequently  suffice  to 
eliminate  them.  If  an  intelligent  parent  will  dem- 
onstrate to  the  child  the  beauties  of  the  moon  or 
the  stars  or  the  twinkling  lights  of  the  street,  walks 
in  the  darkness  will  relieve  the  child  of  his  fears. 
The  psychologists  tell  us  that  a child  should  go  to 
bed  with  no  light  shining  in  the  bedroom,  but  tbe 
writer  lias  yet  to  find  the  child  who  fell  asleep 
in  the  friendly  beam  of  a ball  light  who  did  not 
become  a perfectly  normal,  wholesome  adult. 

Fears  of  cats,  dogs,  or  other  furry  animals  are 
often  founded  upon  the  behavior  of  a parent  who 
dislikes  domestic  pets.  If  such  a parent  repeatedly 
shrinks  from  a furry  animal,  the  child  naturally 
becomes  conditioned  to  such  fears.  In  a household 
where  there  are  pets  this  fear  does  not  usually  ap- 
pear unless  a child  has  unfortunately  been  bitten 
by  a dog  for  instance.  Some  years  ago,  the  writer 
was  called  to  see  a child  in  a nervous  state  with 
loss  of  appetite  and  the  fear  of  going  to  bed.  This 
child  had  lost  weight  rapidly  and  become  extremely 
irritable  crying  for  almost  no  reason  at  all.  It  was 
suggested  that  the  father  seat  himself  in  the  child’s 
room  as  the  child  went  to  sleep,  armed  with  a 
flash  light.  In  a short  time  the  family  cat  leaped 
upon  the  child’s  bed,  and  tbe  child  awakened  with  a 
shriek,  the  nightly  performance.  The  cat  slipped 


quietly  under  the  bed  which  accounted  for  the  late 
discovery  of  the  cause  of  trouble  on  previous 
nigbts.  With  the  elimination  of  the  cat  from  the 
family  circle,  peaceful  nights  were  restored,  but 
this  child  harbored  a fear  of  cats  for  several  years 
afterwards. 

An  interesting  incident  occurred  in  a physician’s 
family  which  demonstrates  the  ease  with  which 
fears  of  animals  develop.  The  doctor  was  attracted 
to  a bedroom  of  his  summer  home  in  the  country 
by  loud  female  screams.  Upon  entering  the  room, 
he  found  the  nurse  and  cook  perched  upon  chairs 
with  their  skirts  raised  to  their  knees.  Beside  them 
stood  his  five  year  old  daughter  joining  in  the  bed- 
lam and  thoroughly  frightened.  Overhead  on  a 
beam  was  a female  mouse  with  a large  litter  of 
young  scampering  about.  Realizing  the  possibili- 
ties tbe  doctor  spoke  sharply  and  quiet  was  re- 
stored. Shortly,  by  coincidence,  his  six  year  old 
boy  entered  tbe  room,  watched  the  mice  with  in- 
terest, requesting  his  father  to  catch  the  harmless 
though  predatory  mice,  that  he  might  have  them 
for  pets.  The  daughter  for  many  months  was  terri- 
fied at  the  sight  of  a mouse,  whereas  the  boy  treated 
them  as  his  best  friends.  Previous  to  the  incident 
the  girl  had  never  manifested  the  least  fear  of 
furry  animals. 

Fear  of  the  wat^r  is  common  to  many  children, 
often  stimulated  bv  an  overzealous  father  who  de- 
sires to  teach  his  child  to  swim  long  before  the 
latter  has  the  least  desire  to  learn.  The  picture  of  the 
father  wading  into  the  water  with  a screaming 
child  is  a common  sight  at  any  seashore  resort. 
Such  a child  may  not  recover  from  such  a fright 
for  many  years,  and  the  development  of  prowess 
in  the  water  is  delayed  for  a long  time.  Such  a 
conditioned  fear  is  wholly  unwarranted  by  a parent 
with  any  intelligence. 

Many  children  develop  a fear  of  a school  teacher, 
and  this  may  continue  through  several  grades  of 
school.  Often  such  a fear  develops  from  unneces- 
sary discipline  on  the  part  of  the  suppressed,  irri- 
table teacher.  Recently,  there  came  to  the  attention 
of  the  writer  several  children  in  the  same  school 
room  who  developed  a fear  of  the  teacher.  These 
children  were  well  behaved,  but  their  fear  was  in- 
terfering with  their  sleep  at  night,  and  they  were 
unable  to  study  with  proper  concentration.  Upon 
investigation  it  was  found  that  the  school  inarm 
had  practiced  the  Hitlerian  principle  of  punishing 
all  the  children  in  her  room  for  the  misdemeanor 


246 


RHODE  ISLAND  MEDICAL  JOURNAL 


December,  1942 


of  one  child.  When  it  was  called  to  the  attention 
of  the  teacher  that  this  was  America  the  procedure 
stopped  with  good  results.  Unfortunately  such  an 
incident  may  condition  a child  against  the  whole 
teaching  staff  in  a school.  A child  innocent  of  any 
offense  in  the  school  room  is  much  impressed  by 
the  whole  affair  and  loses  interest  in  school  matters. 

Fear  of  high  wind  is  one  sometimes  reported 
by  parents.  Sometime  ago  a girl  of  six  was  living 
with  her  parents  in  a tent  at  Point  Judith.  A sudden 
gust  of  wind  blew  out  the  light  in  the  tent  which 
later  fell  from  the  force  of  the  gale.  For  more 
than  a year  this  child  was  so  frightened  by  the 
sound  of  the  wind  passing  through  the  trees  that 
she  could  be  taken  outside  only  by  forceful  means. 
She  passed  through  sleepless  nights,  lost  her  appe- 
tite, became  unmanageable,  lost  weight,  and  later, 
in  her  debilitated  state,  contracted  pneumonia  from 
which  she  did  not  recover.  This  is,  of  course,  an 
unusual  case. 

One  of  the  simplest  and  yet  one  of  the  most  dis- 
tressing to  parents  is  the  early  childhood  fear  of 
being  left  alone.  This  curtails  the  social  activities 
of  the  mother,  particularly,  and  the  joy  of  going 
out  for  the  evening  is  ruined  by  the  behavioristics 
exhibited  by  the  child  at  the  sight  of  the  mother 
putting  on  her  coat.  Then  the  nurse,  or  the  person 
left  in  charge  of  the  child,  falls  into  disrepute  and 
only  the  mother  seems  to  count;  however,  if  the 
mother  did  hut  realize  it,  the  child  falls  asleep  and 
forgets  his  troubles  soon  after  the  parents  have 
left.  It  is  the  same  problem  which  confronts  the 
nurses  in  any  children’s  hospital  when  the  parents 
leave  the  child  on  visiting  days.  In  neither  case 
should  the  child  be  taken  too  seriously  for  the 
greater  the  nervousness  manifested  by  the  mother 
the  more  intensive  the  show  staged  by  the  child. 
The  parent  who  treats  her  child  with  seeming  dis- 
dain at  this  demonstration  is  the  successful  parent. 

Another  fear  for  which  the  physician  is  repeat- 
edly consulted  is  the  fear  in  the  young  child  of 
passing  a stool  in  the  toilet.  This  becomes  a real 
obsession  on  the  part  of  the  child  until  the  mere 
suggestion  of  going  to  the  bathroom  is  met  by  an 
outburst  of  temper.  Irregularity  of  the  bowel 
function  ensues  and  there  is  the  accompanying  irri- 
tability and  loss  of  appetite.  This  fear,  as  with 
many  others,  has  a definite  basis.  The  passage  of 
a hard,  constipated  stool  has  caused  pain  or  resulted 
in  a fissure  of  the  anus  with  the  passage  of  a small 
amount  of  blood.  This  fear  is  usually  overcome 


by  giving  laxatives,  enemata  or  suppositories  to 
produce  a soft  stool  over  a sufficiently  long  period 
of  time  to  restore  the  confidence  of  the  child.  In  a 
similar  manner  most  childhood  fears  have  a well 
defined  basis  for  their  appearance  did  we  hut 
recognize  it. 

The  fears  of  early  childhood  are  numerous.  No 
attempt  has  been  made  to  enumerate  those  of  the 
pre-adolescent  and  adolescent  periods.  They  are 
usually  of  a different  nature  although  nearly  all  are 
conditioned.  Fear  of  sickness  and  death,  so  com- 
mon to  the  adolescent,  rarely  appear  before  eight 
or  nine  years  of  age  but  may  occur  earlier  in  the 
the  hyper-sensitive  child.  Generally  speaking  the 
greater  the  intelligence  of  the  child  the  more  in- 
tense the  reaction  to  the  fear.  The  management  of 
the  fears  of  early  childhood  is  dependent  upon  the 
intelligence  of  the  parent  or  nurse  entrusted  with 
the  care  of  the  child.  Manifestations  of  emotional 
instability  upon  the  part  of  the  mother  or  nurse 
must  be  eliminated  in  the  presence  of  the  child. 
Self  control  must  be  exerted  by  persons  who  care 
for  children.  Incidents  which  cause  fears  to  imbed 
themselves  in  the  subconsciousness  of  the  child 
may  not  be  avoided  but  the  intelligent  parent  can 
explain  the  situation  for  the  benefit  of  the  child. 
The  unexplained  fears  are  the  ones  which  cause 
the  child  so  much  mental  discomfort,  and  unless 
under  the  guidance  of  a person  of  intelligence  they 
may  persist  for  a long  time. 

Regularity  in  the  daily  routine  of  life  for  the 
young  child,  proper  food,  and,  above  all,  sufficient 
and  regular  hours  of  rest  are  of  utmost  importance 
in  the  development  of  a stable  nervous  system. 
Unfortunately  children  cannot  choose  their  par- 
ents. Did  they  but  have  such  an  opportunity  in 
many  cases  their  choice  would  be  different.  The 
mother  who  will  maintain  an  inflexible,  determined 
hut  affectionate  degree  of  patience  with  her  child 
will  seldom  need  the  help  of  the  child  psychologist 
to  guide  her  in  her  difficulty.  In  the  case  of  com- 
plex, unexplained  fears  the  knowledge  and  advice 
of  the  psychologist  should  be  sought.  Every  con- 
ditioned fear  has  a well  defined  basis  for  its  ap- 
pearance. A clever  mother  should  be  able  to  unravel 
the  threads  leading  up  to  the  situation  which 
lowered  the  threshold  of  the  child’s  subconscious- 
ness to  permit  the  entrance  of  the  fear  complex. 
The  fears  of  older  children  may  need  a trained 
detective  to  reveal  their  basic  causes ; the  mother 
should  be  the  best  physician  for  the  young  child. 
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PREMEDICAL  EDUCATION  IN 
WAR  TIME 

J.  Walter  Wilson,  Ph.D. 

Associate  Professor  of  Biology 
Brown  University 

I have  been  asked  by  your  editor  to  set  lief  ore  you 
some  of  the  problems  presented  to  medical  edu- 
cation by  the  war  and  especially  by  the  lowered 
draft  age.  This  I am  glad  to  do,  though  naturally 
I can  speak  only  from  the  point  of  view  of  a teacher 
of  “premedical  students"  in  an  important  “pre- 
medical"  department.  I am  particularly  glad  to  do 
it  because  I believe  that  the  problems  are  no  differ- 
ent from  what  they  were  in  times  of  peace,  only 
more  acute. 

That  we  must  have  a steady  and  ever  increasing 
outflow  of  young  physicians  from  the  medical 
schools,  I suppose  no  one  would  deny.  Adequate 
medical  attention  is  going  to  be  provided  for  ever 
increasing  numbers  in  the  lower  levels  of  society. 
If  the  medical  profession  as  a whole  does  not  like 
“socialized  medicine”  it  must  hurry  with  some 
other  device.  In  the  post  war  period  doctors  will 
be  needed  for  years  to  come  in  all  parts  of  the 
world  not  only  for  the  civilian  populations  but  for 
our  army  and  navy  which  in  all  probability  will 
have  to  be  maintained  at  a much  larger  size  than  in 
the  past.  I have  even  heard  the  possibility  discussed 
that  the  American  medical  profession  will  he  called 
upon  to  man  some  of  the  medical  schools  of  Europe 
which  have  been  closed  or  have  been  operating  on  a 
very  low  standard.  All  this  seems  an  adequate 
answer  to  the  statement  that  the  training  of  the 
premedical  student  today  is  no  contribution  to  the 
war  effort  because  the  war  will  be  over  one  way  or 
tbe  other  before  be  completes  his  training.  Ob- 
viously we  must  continue  teaching  premedical  sub- 
jects. The  problems  are  to  convince  tbe  men  in 
charge  of  the  distribution  of  manpower  that  this 
is  necessary  and  to  decide  what  shall  be  taught. 

The  first  problem,  important  as  it  is,  seems  to  me 
to  present  no  real  difficulties.  The  men  who  are 
building  our  military  forces  are  faced  with  an  al- 
most superhuman  task,  for  which  no  one  in  our 
democratic  country  has  adequate  experience  or 
background.  The  job  involves  general  human 
problems,  the  most  complex  that  man  has  to  deal 
with.  But  we  must  assume  that  these  men  are 
human  heings  of  relatively  good  intelligence  who 
are  trying  to  do  the  best  thing  and  do  it  right.  If 


they  decide  to  continue  medical  and  premedical 
education,  it  is  in  our  turn,  our  responsibility  to  be 
sure  that  we  do  an  honest  and  competent  job  of  it. 
If  we  are  to  have  a group  of  students  deferred 
from  the  draft  as  premedics,  the  question  of  selec- 
tion at  once  arises.  Only  those  with  bona  fide  pre- 
medical intentions  and  reasonably  capable  should 
be  included.  A large  number  who  expressed  an 
intention  to  go  into  medicine  might  be  admitted  to 
a freshman  year  on  trial  and  retained  only  on  the 
recommendation  of  their  instructors.  It  would  be 
expected  that  the  instructors  work  sufficiently  in- 
timately with  the  students  so  that  the  recommenda- 
tion would  be  made  on  tbe  basis  of  personal  knowl- 
edge of  tbe  student  as  well  as  of  his  competence ; 
and  not  on  the  basis  of  marks  alone.  Some  such 
plan  could  lie  put  into  operation  without  interfering 
with  the  draft.  The  average  age  of  our  entering 
freshman  is  18.3  in  September.  If  they  come  in 
June  it  would  be  18.  If  we  could  get  some  selected 
preparatory  school  students  directly  from  the  end 
of  their  junior  year,  the  age  would  be  still  further 
reduced.  The  selection  could,  thus,  be  accomplished 
before  the  students  were  actually  called  in  the  draft. 
Students  thus  selected  could  be  enrolled  in  the 
Army  or  Navy  Reserve  as  medical  students  now 
are,  and  deferment  would  present  no  difficulties. 

The  difficult  part  of  the  whole  problem  lies  in 
deciding  what  should  be  included  in  the  premedical 
course.  For  several  years  this  has  been  a chaotic 
matter  — to  the  bewilderment  of  the  premedical 
student.  He  is  told  at  the  outset  that  the  medical 
schools  permit  only  a limited  number  to  enter  and 
that  the  competition  is  keen.  He  is  therefore  in  a 
mood  to  do  anything  that  will  enhance  his  chances. 
He  talks  with  local  doctors,  with  internes  at  the 
hospital,  with  students  in  medical  school,  with  his 
faculty  advisers,  finally  with  the  deans  of  medical 
schools  or  with  those  who  have  already  been  inter- 
viewed by  them.  Everyone  imposes  upon  him  his 
private  view — with  a result  that  the  student  is  con- 
fused, and  does  not  know  which  way  to  turn. 
Where  is  the  answer  to  be  found,  between  one  man 
— apparently  speaking  authoritatively  for  the 
American  Association  of  Medical  Colleges — who 
shouts  “premedical  education  is  a racket  run  by  the 
college  science  departments — what  the  premedical 
student  needs  in  college  is  more  Greek,”  and  the 
professor  in  medical  school  who  complains  “these 
students  come  to  us  with  totally  inadequate  train- 
ing— they  are  quite  incapable  of  thinking  as  scien- 
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tists ; the  advisers  of  medical  students  should  ap- 
preciate that  a medical  school  is  a graduate  school 
in  science  and  direct  the  premedical  student 
accordingly”  ? 

This  is  perhaps  not  the  place  to  survey  this  con- 
troversial problem,  but  it  is  necessary  to  present 
it  concretely.  Those  of  us  who  so  glibly  criticise 
the  failure  of  our  politicians  and  military  men  to 
handle  instantly  and  without  failure  the  tremen- 
dous new  problems  that  have  confronted  them,  may 
well  review  the  handling  of  “premedical  education" 
in  the  last  few  years,  by  college  administrators, 
medical  school  deans,  and  faculty  members  — a 
group  of  trained  specialists  with  all  the  time  in 
the  world  to  do  it.  One  trouble  is  that  some  ad- 
ministrators have  shirked  the  intellectual  task  of 
facing  it  as  a complex  problem,  which  it  really  is, 
and  attempted  a simpler  solution  that  can  be  applied 
to  everyone.  Such  a solution  would  facilitate  the 
attitude  of  thinking  of  an  institution  not  as  a lot 
of  highly  diversified  human  beings  trying  to  do 
many  things,  but  rather  as  a pile  of  documents  in 
filing  cabinets  that  can  be  delivered  to  their  desks 
by  efficient  secretaries. 

We  must  first  of  all  assure  ourselves,  in  the 
present  emergency,  that  we  are  not  insisting  on  the 
inclusion  of  anything  in  the  premedical  program 
or,  indeed,  in  the  educational  program  as  a whole, 
merely  for  the  purpose  of  safeguarding  our  own 
personal  interests  ; our  income  and  our  job.  T have 
heard  it  reported,  that  at  a recent  meeting  of  college 
administrators  to  which  a government  official  had 
been  asked  to  talk  on  the  subject  “Education  and 
the  War”,  the  speaker  began  by  saying  “I  have 
put  aside  the  speech  I had  prepared  for  you — I ex- 
pected to  come  here  and  address  a group  of  edu- 
cators interested  in  finding  out  what  education  can 
do  in  war  time,  and  I find  you  talking  like  any 
other  group  of  business  men,  whose  business  has 
been  squeezed  by  the  war — I will  talk  to  you  in 
that  vein.”  W e must  begin  to  think  in  terms  I heard 
so  admirably  expressed  a couple  of  weeks  after 
Pearl  Harbor  by  a man  who  administers  a very 
considerable  research  fund.  “There  are  some  re- 
search projects,  entirely  worthy,  that  can  wait  for  a 
while  with  no  harm — Babylonian  archaelogy,  for 
example.”  If  we  are  Babylonian  archaelogists,  and 
have  faith  in  the  ultimate  importance  of  Babylonian 
archaelogy,  we  ought  not  to  be  afraid  to  give  it  up 
for  the  moment  when  there  are  so  many  more 
pressing  things  to  be  done. 


No  definite  information  is  available  as  to  what 
the  colleges  will  be  able  to  do  for  the  war  effort  in 
the  near  future.  One  thing  is  clear,  that  is  that 
most  young  men  of  college  age  will  not  be  going 
to  college.  It  seems  likely  now  that  those  of  po- 
tential officer  calibre  will  be  sent  to  some  selected 
colleges  for  a training  of  at  most  the  equivalent  of 
two  semesters  and  will  study  a fixed  curriculum  of 
Mechanics,  Physics,  Mathematics,  English  and 
I listorv.  The  Engineering.  Physics  and  Chemistrv 
departments  will  probably  be  crowded  with  those 
preparing  for  some  speciality.  No  plan  has  been 
announced  to  provide  for  the  premedical  students. 
It  has  been  suggested  by  a committee  of  the  Amer- 
ican Medical  Association  that  the  premedical  train- 
ing be  limited  to  two  calendar  years — which  would 
permit  the  equivalent  of  three  academic  years,  or 
through  the  Junior  year,  under  the  normal  scheme. 
This  would  be  in  keeping  with  the  present  emer- 
gency policy  of  the  medical  schools  of  admitting 
students  at  the  end  of  their  junior  year.  There  is, 
however,  some  evidence  that  the  medical  schools 
are  going  further  and  take  the  students  at  the  end 
of  four  semesters,  i.e.,  at  the  end  of  the  sophomore 
year.  Our  immediate  problem,  then  is  what  to  do 
with  these  students  during  the  4 or  6 semesters 
they  are  with  us.  Of  course  we  may  have  this 
program  laid  out  for  us.  But  if  it  is  left  for  us,  we 
will  finally  have  to  decide,  on  the  best  evidence 
available,  what  premedical  students  ought  to  be 
doing. 

The  oft  repeated  line  quoted  from  a “Great 
Lawyer”  who  answered  the  question  of  a “pre  law” 
student  “What  should  I take  in  college” — “I  don’t 
know  as  it  matters  much  as  long  as  it  isn’t  law” — 
seems  to  me  misleading.  I was  brought  up  under 
the  practical  policy  that  the  boy  who  knows  what 
he  wants  to  do  and  sticks  to  it,  gets  there.  The 
fact  that  a few  men  of  outstanding  genius  and 
accomplishment  seem  to  he  exceptions  to  this  rule, 
carries  very  little  weight.  Abe  Lincoln  was  a great 
president — but  never  went  to  college.  He  might 
have  been  a better  one  if  he  had  gone,  and  plenty 
of  men  who  don’t  go  to  college  never  become  great 
presidents.  In  my  opinion  the  most  important 
thing  for  the  premedical  man  to  do  in  college  is 
to  learn  to  think  like  a scientist  and,  the  next  most 
important,  to  build  up  a scaffolding  of  general  sci- 
entific knowledge  in  which  to  construct  the  edifice 
of  specific  detail  he  will  have  crammed  into  him  in 
medical  school. 
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As  for  the  first  point — modern  medicine  is  sci- 
entific medicine  and  a modern  physician  must  be  a 
scientist.  To  be  a scientist  means  to  think  about 
things  in  a special  way.  It  has  been  pointed  out 
that  we  do  not  go  to  school  to  increase  our  intelli- 
gence— but  to  develop  our  imagination.  We  learn 
to  think  in  a foreign  language,  to  think  musically, 
artistically,  or  historically — and,  similarly,  if  we 
fail  to  learn  to  think  mathematically  we  might  as 
well  not  study  mathematics — most  of  us,  certainly, 
never  use  calculus.  Each  science  has  its  own  realm 
of  ideas  that  must  become  second  nature  to  the 
student  if  he  is  to  master  the  science.  Many  com- 
petent scientists  seem  quite  incapable  of  thinking 
“morphologically”  while  others  have  difficulty  in 
thinking  “quantitatively”.  A good  doctor  has  to 
be  able  to  do  both.  For  a few  great  men  the  imag- 
ination seems  never  to  have  to  be  trained  either 
way,  hut  most  men  seem  to  require  a great  deal  of 
training.  As  in  music,  the  child  prodigy  is  the  ex- 
ception. Actually  not  much  is  known  about  the 
training  of  the  imagination — most  learning  studies 
have  to  do  with  the  acquisition  of  a skill,  like  type- 
writing. But  it  seems  probable  that  for  most  men 
the  number  of  different  types  of  imagination  pos- 
sible is  limited.  Perhaps  this  is  why  scientific  stu- 
dents seem  to  be  usually  such  poor  linguists  and, 
unfortunately,  vice  versa.  At  any  rate  for  the 
average  premedical  student  as  I have  known  him, 
the  most  important  job  is  the  training  of  his  scien- 
tific imagination. 

As  for  the  second  point — what  to  include  in  his 
curriculum ; the  answer  is  to  be  found  in  part  in 
what  has  just  been  said,  if  it  is  correct.  He  should 
have  his  morphological  imagination  trained  in 
courses  like  comparative  anatomy  and  embryology. 
He  should  learn  to  think  quantitatively  in  Chemis- 
try and  Physics,  and  functionally  in  physiology. 

It  is  also  to  be  found  in  part  in  the  “prerequi- 
sites” that  the  medical  schools  themselves  set  up. 
These  in  general  include,  two  years  of  biology ; 
chemistry  through  organic,  physics,  and  in  some 
cases  a foreign  language.  Exactly  what  is  to  be 
included  is  not  always  stated.  Obviously  these 
could  he  pressed  into  2 years  (4  semesters).  The 


three  years  (6  semesters)  from  this  point  of  view, 
would  give  ample  time — in  fact  as  far  as  specific 
premedical  preparation  is  concerned  we  are  doing 
it  now.  These  courses  are  usually  looked  upon  as 
“required”  because  they  impart  a certain  body  of 
information  of  use  to  the  medical  school  student. 
If  that  really  is  their  objective  it  can  he  achieved 
under  pressure  in  a shortened  time. 

My  own  feeling  is  that  the  training  of  the  imag- 
ination is  more  important  than  the  specific  infor- 
mation imparted ; and  this  is  a matter  where  the 
time  required  varies  with  individuals  but  on  the 
whole  cannot  be  compressed.  If  this  is  true,  and 
if  it  is  also  accepted  that  the  present  crop  of  pre- 
medical students  will  never  see  service  in  this  war, 
I think  it  would  be  a misfortune  to  condense  the 
premedical  training  to  the  4 semesters.  The  post 
war  world  will  need  physicians  who  are  scholarly 
scientists,  not  merely  artisans.  I would  not  plead 
for  a luxurious  leisure  for  the  premedic  while  his 
fellows  are  hard  driven  with  immediately  practical 
ends  in  view.  I would  toughen  his  work,  keep  him 
at  it  more  steadily,  and  increase  its  amount.  Cer- 
tainly, if  his  fellow  students  are  doing  military  in 
addition  to  the  regular  academic  work,  he  can  do 
more  academic  work.  Finally,  as  to  the  content  of 
his  curriculum,  I would  still  insist  that  there  should 
he  no  single  prescribed  set  of  courses.  Men,  even, 
“premedics”,  are  individual  human  beings.  Their 
needs,  as  well  as  the  things  they  can  profit  by,  vary 
greatly.  One  has  merely  to  scan  the  great  diversity 
of  activity  in  the  medical  profession,  to  see  that 
there  is  a place  for  many  different  kinds  of  men. 
The  controversial  nature  of  the  “premedical  course 
question”  stems,  in  my  opinion,  from  the  plain  fact 
that  there  is  no  simple  universal  rule  and  cannot 
be.  Since  in  our  premedical  work  of  today  we  are 
preparing  not  only  for  immediate  action  in  the 
present  war  hut  for  larger  fields  of  activity  in  the 
post  war  period,  we  should  maintain  as  much  flexi- 
bility as  we  can  and  resist  the  regimentation  which 
is  the  fashion.  If  regimentation  is  forced  upon  us 
we  must  try  to  remember  what  we  wish  to  accom- 
plish, and,  most  important,  that  education  is  a pro- 
cess from  man  to  man,  and  not  a program  on  paper. 
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ON  GUARD 

We  are  in  an  all  out  fight  for  freedom.  The  med- 
ical profession  has  been  in  this  fight  for  over  two 
years  and  has  been  doing  a good  job  in  furnishing 
information,  advice  and  men.  On  a volunteer  basis 
we  have  already  furnished  more  men  than  the  army 
has  needed.  In  spite  of  this,  there  are  those  both 
within  and  without  the  profession  who  would  com- 
pletely regiment  us.  We  are  the  only  occupational 
group  for  whom  this  procedure  is  proposed.  This 
proposition  is  not  new,  it  is  emphasized  by  war  con- 
ditions. State  medicine,  socialized  medicine  and 
other  means  of  obtaining  medical  services  without 
immediate  payment  have  been  nagging  at  us  for 
years.  This  war  has  opened  a wider  chance  to  use 
sentimentality,  half  truths,  distorted  facts  and  in- 
nuendo to  further  these  not  entirely  altruistic  aims. 
The  latest  scheme,  and  this  from  inside  the  pro- 
fession, would  have  us  all  in  the  Public  Health 
Service ; that  is,  under  a bureau.  No  matter  how 
able  the  head  men  of  such  a bureau  may  be,  the 
routine  work  and  decisions  are  done  and  made  by 


subordinates,  medical  or  otherwise.  And  these 
fourth  raters  would  tell  the  profession  how  and 
where  to  practice.  The  assumption  that,  under  these 
circumstances,  the  Public  Health  Service  could  and 
would  furnish  adequate  medical  services  to  every- 
one is  false.  It  couldn’t  and  wouldn’t. 

The  Procurement  and  Assignment  Service  has 
been  making  a continuing  survey  of  the  distribu- 
tion of  doctors.  There  is  much  loose  talk  and  dis- 
tortion of  facts  along  this  line.  In  general  the 
situation  is  good;  in  Rhode  Island,  excellent.  This 
will  continue  to  he  so  unless  the  Federal  Services 
continue  their  excessive  demands  for  medical  men. 

It  is  time  to  do  some  counter  propaganda.  Talk 
to  your  patients.  Explain  that  war  time  is  no  time 
for  another  noble  experiment.  That  if  health  is  a 
“Democratic  Right’’  then  it  should  he  obtained  by 
democratic  means  not  bv  regimentation  of  one  part 
of  the  community  for  required  services  to  the  rest. 
Free  enterprise,  for  which  we  are  fighting,  applies 
to  doctors  as  to  all  others. 

CONFERENCE  OF  STATE  SECRETARIES 
AND  EDITORS 

The  annual  conference  of  the  Secretaries  and 
Editors  of  the  State  Societies  was  held  in  Chicago 
at  the  A.M.A.  building  and  at  the  Palmer  House 
on  November  twenty-first  and  twenty-second.  The 
conference  is  arranged  so  that  these  representa- 
tives of  the  state  societies  can  spend  two  days  in- 
forming themselves  on  the  current  problems  of 
greatest  importance.  This  year  most  of  the  time 
was  spent  on  two  subjects:  what  should  be  done 
about  the  shortage  of  physicians  in  certain  areas; 
and  what  should  be  done  about  prepayment  medi- 
cal service  plans.  The  dinner  meeting  was  taken 
over  by  the  Editors  to  discuss  their  problems. 

Formal  addresses  were  made  on  the  problems 
due  to  the  shortage  of  physicians  by  Dr.  Lahey, 
Dr.  Paullin  and  Dr.  Creighton  Barker.  The  fol- 
lowing facts  and  opinions  were  brought  out.  There 
is  now  a serious  shortage  of  physicians  in  some 
areas.  Usually  these  places  are  centers  of  war  in- 
dustry where  the  population  has  suddenly  in- 
creased, or  are  country  districts  where  an  already 
scanty  supply  of  doctors  has  been  further  depleted 
by  departures  to  join  the  armed  forces.  In  the 
Southern  states  these  conditions  are  the  most  fre- 
quent and  serious,  and  in  that  region  already  many 
doctors  have  been  relocated  in  the  districts  which 
need  them  the  most. 
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This  relocating  of  doctors  is  the  most  important 
medical  problem  at  the  present  moment,  and  as  you 
have  seen  in  the  last  number  of  the  R.  1.  Medical 
Journal  this  is  now  being  considered  here.  Prob- 
ably it  will  he  done  by  the  Procurement  and  As- 
signment committee  within  the  individual  state, 
and  will  he  done  by  suggestion  and  persuasion.  It 
was  the  opnion  of  all  who  spoke  that  this  problem 
could  better  be  handled  under  a voluntary  system 
than  by  compulsion.  In  localities  where  the  need 
is  very  pressing  it  will  he  possible,  if  the  state  laws 
do  not  forbid,  for  the  U.  S.  Public  Health  Service 
to  send  in  its  own  personnel. 

Medical  service  plans,  or  so-called  voluntary 
sickness  insurance  plans  were  discussed  by  Dr. 
James  C.  McCann,  President  of  the  Massachusetts 
Medical  Service,  and  also  by  officers  of  the  Mich- 
igan and  California  medical  societies  where  such 
state  plans  are  in  operation. 

In  Michigan  and  California  the  first  attempt  was 
to  give  complete  coverage,  that  is  to  pay  for  the 
medical  care  of  Medical  and  Surgical  conditions 
and  of  obstetrics.  It  was  found  that  to  date  this 
wide  coverage  has  been  impossible  in  these  state- 
wide plans.  Massachusetts  is  therefore  beginning 
with  a plan  which  covers  only  surgical  diseases  and 
obstetrics,  as  these  conditions  can  be  calculated  on 
an  actuarial  basis. 

The  administration  is  governed  by  a Board  of 
Directors  consisting  of  physicians,  subscribers  and 
prominent  laymen.  Families  with  an  income  of 
less  than  $2500  are  accepted  for  care.  The  plan  is 
entirely  separate  from  the  Hospital  service  except 
that  it  is  administered  from  the  same  office.  This 
Massachusetts  service  is  just  going  into  action  now. 

The  speakers  all  emphasized  the  difficulties  en- 
countered in  operating  such  plans,  hut  expected 
that  with  greater  experience  and  by  trial  and  error 
methods  will  be  worked  out  by  which  satisfactory 
medical  care  with  complete  coverage  can  be  pro- 
vided. An  enormous  amount  of  labor  is  being  put 
into  the  planning  and  administration  of  these  serv- 
ices and  in  a few  more  years  it  should  be  possible 
to  get  a fairly  good  idea  as  to  their  value.  It  is 
clear  that  the  committees  of  these  societies  are  per- 
forming a great  public  service  in  conducting  these 
experiments. 


Several  speakers  referred  to  the  recruiting  of 
physicians  for  the  armed  forces.  The  Procurement 
and  Assignment  agency  has  done  a good  job,  just 
about  the  right  number  of  physicians  have  joined 
the  armed  forces,  and  the  army  obtained  the  phy- 
sicians when  it  needed  them.  In  general  the  East- 
ern states  with  a plentiful  supply  of  doctors  have 
not  given  their  quota  and  the  less  wealthy  Southern 
states  with  their  scanty  supply  to  start  with  have 
furnished  more  than  their  share.  Rhode  Island 
has  done  well  so  far,  having  supplied  92%  of  its 
quota  for  the  year  on  November  1st.  Without 
doubt  we  shall  he  given  a new  quota  for  1943, 
however. 

At  the  evening  meeting  for  the  Editors  of  State 
Journals,  Dr.  Price  of  South  Carolina  gave  an  in- 
teresting talk  on  technic  in  editing.  His  point  was 
that  the  Journal  should  be  aimed  at  the  average 
general  practioner  of  the  state  and  that  the  material 
should  he  prepared  with  him  in  mind.  He  claimed 
that  most  editorials  and  articles  are  too  "high- 
brow” and  are  written  primarily  for  the  city  spe- 
cialists. There  was  a lively  discussion  following 
his  paper.  The  general  feeling  seemed  to  he  that 
the  journal  should  he  made  more  interesting  to 
the  whole  group  of  subscribers;  and  that  scientific 
articles,  although  as  high  grade  as  possible,  should 
not  he  as  long  or  as  wordy  as  is  the  common  prac- 
tice. There  was  a distinct  opinion  that  the  news 
and  other  portions  than  the  scientific  articles  might 
he  “brightened”  by  methods  well  known  to  the 
popular  periodicals  hut  that  technical  papers  de- 
cidedly should  not  he  “popularized”. 

THE  AMERICAN  COLLEGE 
OF  PHYSICIANS 

The  Board  of  Regents  of  the  American  College 
of  Physicians  has  announced  the  cancellation  of 
their  1943  Annual  Session,  which  was  scheduled  to 
he  held  in  Philadelphia,  April  13-16,  1943.  This 
action  was  taken  after  thoughtful  consideration  of 
all  factors  involved,  including  an  intimation  from 
the  Secretary  of  War  and  the  Office  of  Trans- 
portation that  larger  national  medical  groups 
should  not  plan  meetings  at  the  time  set ; a growing 
difficulty  in  getting  speakers  and  clinicians  of  top 
rank  to  maintain  the  usual  standards  of  the  pro- 
gram ; prospect  of  greatly  reduced  attendance,  he- 
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cause  civilian  doctors  are  faced  with  too  great  a 
burden  of  teaching  and  practice  already  ; a decreas- 
ing active  membership,  due  to  approximately  25% 
of  all  doctors  being  called  to  active  military  service. 
President  James  E.  Paullin  announced,  however, 
that  all  other  activities  of  the  College  would  be  pur- 
sued with  even  greater  zeal,  and  that  the  College 
would  especially  promote  regional  meetings  over 
the  country  and  organize  post-graduate  seminars 
in  the  various  military  hospitals  for  doctors  in  the 
armed  forces. 

THE  FIFTH  ANNUAL  FORUM 
ON  ALLERGY 

This  international  post-graduate  society  will 
meet  in  the  Hotel  Statler  in  Cleveland,  Ohio,  the 
week  end  of  January  9th  and  10th,  1943.  This 
Forum  will  offer  in  most  intensive  presentation 
both  the  new  and  the  old  in  Allergy.  The  meeting 
will  be  characterized  by  its  use  of  all  the  various 
types  of  instruction.  Formal  lectures,  special  talks, 
dry  clinics,  study  groups,  moving  pictures,  Ivoda- 
chromes,  panel  discussions,  ending  with  an  “Infor- 
mation On  Allergy,  Please,"  will  all  be  used  to 
teach  the  physicians  of  the  United  States  and 
Canada.  Not  only  will  specialists  in  this  new  field 
of  Internal  Medicine  gather  but  also  those  whose 
interests  are  in  allied  fields  of  medicine  will  be 
welcome,  for  in  war  time  every  physician  is  called 
upon  to  advise  and  treat  allergic  patients.  This  is 
especially  true  of  those  in  Internal  Medicine, 
Diseases  of  Children,  Diseases  of  the  Skin.  Dis- 
eases of  the  Eye,  Diseases  of  the  Nose  and  Throat, 
as  well  as  those  engaged  in  basic  research  in  Im- 
munology. A course  in  Immunology  as  it  applies 
to  Allergy  will  be  given  the  week  before  by  Dr. 
Fckers  and  associates  to  a limited  number  of  physi- 
cians. Any  physician  interested  in  either  or  both  of 
the  foregoing  is  invited  to  write  Dr.  Jonathan  For- 
man, 956  Bryden  Road,  Columbus,  Ohio,  for  copies 
of  the  printed  program  and  registration  blanks. 

Among  the  58  Allergists  participating  in  the 
program  are  most  of  the  leaders  in  this  field. 
Arthur  Coca,  M.D.,  of  New  York  will  receive  the 
FORUM’S  Gold  Medal  and  will  give  the  annual 
Forum  lecture  on  Sunday  afternoon. 


BOOK  REVIEWS 

When  Doctors  are  Rationed,  by  Dwight  Ander- 
son, Director  Public  Relations,  Medical  So- 
ciety of  the  State  of  New  York,  and  Margaret 
Eaylous,  Therapist,  Charleston  General  Hos- 
pital, West  Virginia.  Coward-McCann,  Inc., 
New  York. 

A book  of  some  250  pages  designed  to  acquaint 
our  people  with  the  development,  scope  and  func- 
tioning of  a system  arranged  to  help  in  the  pro- 
curement of  doctors  for  military  service  as  well  as 
suggestions  felt  necessary  for  assignment  of  doc- 
tors essential  for  civilian  care ; with  more  detailed 
comments  on  how  this  dislocation  of  doctors  affects 
the  lives  of  our  citizens,  with  various  recommenda- 
tions for  the  perplexed  individual  seeking  medical 
care. 

The  authors  point  out  the  tremendous  impor- 
tance of  and  need  for  an  abundance  of  doctors  in 
military  service.  This  will  be  to  the  extent  of  ab- 
sorbing about  one-third  of  our  physicians,  pro- 
ducing in  effect  a priority  with  what  amounts  to 
the  rationing  of  medical  care  in  the  manner  of  a 
commodity. 

Essentially,  the  book  is  without  criticism  of  or- 
ganizations either  governmental  or  medical.  Its 
real  purpose  then  is  that  it  be  primarily  helpful, 
pointing  out  medical  needs  for  shifting  popula- 
tions and  boom  towns,  and  also  the  need  for  more 
specially  trained  doctors  to  meet  rapidly  changing 
industrial  problems  with  all  the  speed  ups  and  in- 
creasing hazards.  The  authors  further  point  out 
the  growing  importance  of  the  Public  Health  De- 
partments in  the  regulation,  prevention  and  con- 
trol of  disease,  especially  now  when  the  health  of 
the  individual  is  the  strength  of  the  nation  in  in- 
dustry as  well  as  in  war. 

The  public  is  again  warned  against  being  preyed 
upon  by  war  time  medical  frauds  and  quacks, 
either  individual  or  organized,  and  told  how  one 
can  approach  his  or  her  medical  problems  with 
reference  to  the  choice  of  a doctor  or  possible  hos- 
pitalization under  the  present  abnormal  conditions. 

Furthermore,  this  book  tells  how  the  layman 
can  be  helpful  in  this  great  national  emergency 
when  there  is  such  a limitation  of  doctors. 
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This  publication,  then,  is  an  authoritative,  fair- 
minded  and  informative  exposition  of  the  facts 
pertaining  to  medical  care — military  versus  the 
civilian  on  the  home  front — up  to  the  time  of  its 
publication  in  early  September  1942.  It  is  well 
worth  reading  by  the  physician  as  well  as  the  lay- 
man for  whom  it  was  primarily  intended. 

Elihu  S.  Wing,  M.D. 

Safe  Deliverance.  Frederick  C.  Irving,  M.D. 

Houghton  Mifflin  Co.  Boston. 

We  hardly  know  how  to  characterize  this  book. 
In  the  first  52  pages  we  get  what  few  glimpses  the 
author  deigns  to  let  us  have  of  his  autobiography, 
evidently  to  demonstrate  with  what  authority  he 
speaks.  And  here  also  we  get  an  exceedingly  im- 
pressionistic sketch  of  his  life  and  surroundings  in 
the  Boston  Lying-In  and  Massachusetts  General 
Hospitals.  From  glancing  occasionally  at  a friend’s 
ultra  art  magazines  we  realize  that  the  cognoscenti 
have  found  that  in  this  way  we  get  much  truer  con- 
ceptions of  the  nature  of  the  thing  portrayed  than 
in  the  older  photographic  art.  We  who  have  had 
the  inestimable  privilege  of  living  in  Boston  and 
sharing  a moderate  portion  of  the  choice  associa- 
tions that  Dr.  Irving  got  in  such  abundance  are 
charmed  with  the  manner  in  which  he  suggests  the 
characteristic  aspects  of  a doctor’s  existence  in  that 
corner  of  the  Huh  between  Beacon  Hill  and  the 
Northern  bend  of  the  Charles  River. 

In  the  section  which  he  calls  the  Biography  of  a 
Hospital  he  tells  of  the  origin  and  development  of 
the  Boston  Lying-In  Hospital,  at  the  same  time 
interjecting  rather  extended  accounts  of  associated 
subjects.  Thus  he  has  an  excellent  story  of  the 
beginning  of  anesthesia  and  of  the  controversies 
concerning  the  awardings  of  credit.  Nothing  in  the 
history  of  science  apparently  has  aroused  such 
acrimonious  discussions.  As  the  author  received 
the  teaching  of  Reginald  Heber  Fitz  in  the  old 
amphitheatre  where  Morton  gave  his  famous  dem- 
onstration of  ether  anesthesia,  and  was  then  a house 
officer  there,  each  fall  seeing  all  the  pageantry  of 
Ether  Day,  it  is  remarkable  to  contemplate  the 
judicial,  fairminded  way  in  which  he  reviews  the 
subject.  Another  chapter  is  concerned  with  puer- 
peral fever,  not  only  showing  how  it  affected  the 


Boston  institution  but  rapidly  reviewing  its  world 
history.  Here  again  he  refuses  to  take  side  as  to 
the  respective  claims  of  Semmelweiss  and  Oliver 
Wendell  Holmes  but  is  appreciative  of  the  part 
each  of  these  great  men  played. 

His  chapter  on  Mrs.  Higgins,  for  forty  odd  years 
superintendent  of  the  Boston  Lying-In,  is  a de- 
lightfully sympathetic  even  loving  sketch  of  a per- 
sonality that  few  places  other  than  McLean  St. 
could  develop.  In  her  later  days  she  was  the  terror 
of  the  students  sleeping  in  the  basement,  as  she 
would  scold  them  for  their  peccadillos.  But  were 
they  sick  or  in  real  trouble  their  own  mothers  could 
not  have  been  more  kind.  Breakfast  for  the  house 
officers  could  not  be  had  till  eighty  thirty  A.  M. 
“You  boys  are  up  every  night  of  your  lives”,  she 
said,  “and  nobody  is  going  to  make  you  get  up 
early  for  breakfast”.  One  of  the  real  hardships 
was  to  eat  enough  to  satisfy  Mrs.  Higgins.  (The 
above  reminiscences  are  a supplement  to  Dr. 
Irving’s  book.) 

The  final  hundred  pages  on  Aspects  of  a Pro- 
fession consists  of  a series  of  essays  on  obstetrical 
matters,  as  the  history  of  forceps,  eclampsia,  caesa- 
rian section,  illegitimate  children,  etc.  Illustrated 
with  a wealth  of  imagery,  classical  and  literary 
quotations  and  historical  references,  they  are  a 
beautiful  demonstration  of  what  the  writings  by 
American  medical  men,  presumably  educated  and 
scholarly,  should  be  and  seldom  are.  That  very 
hall  mark  of  medical  writings  hereabouts,  the  split 
infinitive,  apparently  hasn’t  one  example  in  the 
whole  book.  But  as  proof  that  the  author  still  is 
human  we  noted  at  one  place  that  he  mentioned  a 
disease  as  “most  fatal”.  Somehow  that  reminds  us 
of  one  of  the  young  women  of  the  group  mentioned 
in  Chapter  V,  Part  three,  who  admitted  that  she 
“was  just  a little  bit  pregnant”. 

Hans  Zinsser  of  the  same  medical  school  called 
his  book,  “Rats,  Lice  and  History”,  the  biography 
of  a disease.  Dr.  Irving  is  nothing  if  not  individual- 
istic and  he  may  not  be  pleased  by  an  analogy  with 
even  such  an  outstanding  character  as  Zinsser  but 
this  book  is,  of  course,  the  biography  of  a pro- 
fession, illustrated  by  the  views  obtained,  first  from 
McLean  St.  and  then  from  the  corner  of  Longwoocl 
and  Louis  Pasteur  Avenues. 
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It  is  delightful  to  see  that  the  boy  from  Ogdens- 
burg  has  learned  to  appreciate  the  uniqueness  of 
Boston,  which  still  possesses  a flavor  of  its  own. 
Some  character  in  the  Bible  has  been  criticised  be- 
cause he  thanked  God  that  he  was  not  as  other 
men  are.  We  think  he  had  a sensible  if  not  a pious 
wish.  In  the  almost  mythological  days  when  pas- 
senger steamers  crossed  the  seas  in  safety  many  of 
our  more  fortunately  financed  friends  spent  large 
sums  to  go  where  they  could  see  something  differ- 
ent and  therefore  interesting.  We  wish  the  time 
would  never  come  when  Boston  and  Harvard 
would  not  be  materially  different  from  North- 
Western  New  York  and  St.  Lawrence  College. 

The  author  has  depicted  for  us  a medical  man 
as  he  should  be  and  sometimes  is.  He  is  not  the 
sweetly  sentimental  paragon  of  the  Bonnie  Brier 
Bush.  Neither  is  he  the  ledgerdemain  artist  of 
Paul  DeKruif  in  the  Reader’s  Digest.  And  up  to 
the  present,  thank  God,  he  is  not  the  bureaucratic 
hireling  that  the  Physicians  Forum  wishes  to  regi- 
ment. Let  us  hope  the  individuality  and  personal 
initiative  that  has  been  exemplified  in  all  our  great 
medical  schools  will  survive  this  war. 

Medical  men  should  find  this  book  delightful 
reading.  Lay  people,  we  hope,  will  get  the  same 
pleasure  and  also  an  insight  into  how  medicine 
really  develops  and  accomplishes. 

Fritz  Irving,  a leader  in  scientific  medicine,  a 
poet  and  a painter,  now  emerges  as  a biographer. 
We  continue  to  admire  his  many  remarkable 
accomplishments. 
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Milk’s  Role  In  Wartime 


Nutrition 


With  Americans  today  more  keenly  aware  of 
the  fundamental  principles  of  nutrition  than  ever 
before,  fluid  milk  and  dairy  products  have  come 
to  he  important  items  in  our  national  diet. 

Perhaps  it’s  the  familiar  Government  chart  — 
“Every  day,  Eat  This  Way” — that’s  done  it.  Per- 
haps it’s  the  knowledge  assimilated  by  millions  of 


homemakers  enrolled  in  nutrition  courses.  What- 
ever the  reasons,  milk-drinking  is  on  the  increase, 
even  among  adults. 

And  with  meat  rationing  imminent,  it  is  good  to 
know  that  a quart  of  whole  milk  supplies  as  much 
complete  animal  protein  as  4 ounces  of  beef.  Milk 
and  other  dairy  products  are  important  replace- 
ment foods  for  meatless  days. 


H.  P.  Hood  & Sons 

A New  England  Institution  Since  1846 


The  New  York  Academy  of  Medicine 
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